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The Treatment Of Pneumonia In Children 


Francis F. SCHWENTKER, M.D. 
Protessor of Pediatrics 
Johns Hopkins Medical School 
Baltimore, Md. 


For many years it has been the custom to classify 
cases of pneumonia as lobar or bronchopneumonia. 
The term, lobar pneumonia, is used for those cases 
where consolidation affects one or more lobes of the 
lung. When the consolidation is patchy, it is classified 
as lobular pneumonia. Bronchopneumonia designates 
the type of pneumonia, often including a primary 
bronchiolitis which is more often seen in infants or 
in the terminal illnesses of the aged, where the in- 
flammation primarily affects the smaller bronchi and 
bronchioles and where consolidation of alveoli is not 
the major problem. While not completely satisfactory 
on etiological or pathological grounds, this classifica- 
tion is probably as good as we can get from the clinical 
standpoint and has survived more than one attempt 
to reclassify the pneumonias on some more scientific 
basis. 

With the advent of the sulfonamides and later of 
penicillin, pneumonia has become less and less of a 
problem for pediatricians and it would be expected 
for general practitioners as well. However, let us look 
at the statistics concerning pneumonia mortality in 
the United States for the pre- and post-sulfonamide 
eras. Just prior to 1937 when sulfonamides were first 
made generally available, the mortality from pneumo- 
nia in both infants under one year and those from 1 to 
4 years was approximately 82 per 100,000 population. 
After the introduction of sulfonamides, the death rate 
for children 1 to 4 years of age fell from 82 to 40 per 
100,000. But for infants under one year the drop was 
only from 82 to 70 per 100,000. 

This discrepancy interested us and we, therefore, 
made an analysis of the yearly fatality rate among 
children and infants treated for pneumonia on the 
pediatric service of the Johns Hopkins Hospital. The 
fatality rate for infants under 2 years fell from 20 per 
cent in the four years prior to 1928 to 13 per cent in 
1936 just prior to sulfonamides and thereafter dropped 
rapidly to average 3 per cent for the years 1937 to 
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1948. The death rate for children over 2 years during 
the same period fell from 8 per cent to less than 1 
per cent. It was remarkable that the fall in the 
fatality rate for infants began in 1933—four years be- 
fore the advent of sulfonamides in general practice. 

In my opinion this drop which is not reflected in 
the country as a whole resulted from the adoption of 
a method of treatment which was not new but which 
was at that time used only in certain limited cases. 

If you will recall the treatment systems in vogue in 
1932, you will remember that great reliance was 
placed on fresh air. We had two open air porches. We 
had special garments called “pneumonia jackets” and 
“pneumonia stockings” into which babies were 
bundled. They were surrounded by hot water bottles 
and placed on an open porch to gain the benefit of 
the cool, fresh air and its abundant oxygen. Some of 
the patients did well and some died. 


At this particular time a patient was admitted 
whom we believed had bronchiectasis. Bronchoscopy 
was considered desirable and, in line with the methods 
then employed, a tracheotomy was done first. Follow- 
ing the bronchoscopy the patient developed a diffuse 
bronchopneumonia. He became cyanotic and had 
extremely labored respirations. Ordinarily this patient, 
like the others, would have been wrapped in a 
“pneumonia jacket” and put out on the porch. But he 
had a tracheotomy and I knew from the teachings of 
Chevalier Jackson that such patients do best in a 
croup tent. He was, therefore, moved into a room in 
which there was a large steam sterilizer which was 
turned on to the maximum capacity so that the room 
became filled with steam. After several hours of this 
therapy, it was obvious that the patient’s respirations 
were less labored and his color improved. By mid- 
night he was definitely better and by seven the next 
morning, I was convinced he was out of danger. 

However, the drop in temperature during the night 
had caused the moisture in the room to condense and 
the walls and ceiling were dripping with water so 
that the nurse had spread a rubber sheet over the 
ends of the crib and she herself sat under an umbrella. 
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The nurses asked permission to remove the child long 
enough to wipe down the walls and mop the floor and 
estimated this would take an hour. I, therefore, had 
the child wrapped in a pneumonia jacket, surrounded 
by hot water bottles and placed in the cold fresh air 
on the porch. Within five minutes the child was worse 
and in a few minutes more he was having labored 
respirations and was cyanotic. He was hurriedly 
moved back to the steam room but it was too late. 
Within an hour he died, gasping for air. Autopsy 
revealed very little consolidation of alveoli but pro- 
fuse mucous secretions in the bronchioles which had 
been congealed by the cool dry air and blocked off all 
access of air to the alveoli. 

It was this case that prompted our study of pneumo- 
nias, the results of which I should like to present. I 
have made no single new observation in this study. 
If I have made any contribution it has been to evolve 
the reasons for a system of treatment of pneumonia 
in childhood. 


No matter what classification we use for pneumonia 
in children, there are only two basic pathological pro- 
cesses which lead to respiratory embarrassment. The 
first of these is the predominant pathological picture 
in lobar pneumonia—consolidation of alveoli. It is the 
usual type of pneumonia in adults and in children, 
and is commoner in those over 2 years of age. Serum 
exudes into the affected alveoli, accompanied by red 
cells and leucocytes, and clots there, thereby com- 
pletely consolidating the alveolus and removing it 
from function as a means of oxygen exchange from in- 
spired air to blood. 


The second mechanism is obstruction. Here, due to 
the infection in the bronchiolar walls, mucus _ is 
exuded by the bronchiolar epithelium which may 
reach sufficient quantities to plug the bronchiole com- 
pletely. The adjacent alveolus, robbed of its air supply 
is now as completely out of function as though it had 
been consolidated. These two mechanisms—consolida- 
tion of alveoli and obstruction of bronchioles—are the 
two major factors in producing respiratory embarrass- 
ment in pneumonia. 


An adult may develop lobar pneumonia in which 
all of the alveoli in one or more lobes will be in the 
same stage of consolidation. In small children, how- 
ever, obstruction of bronchioles and consolidation of 
alveoli are both factors. Whichever predominates de- 
cides whether the case is clinically one of broncho- 
pneumonia or lobar pneumonia. In older children 
the consolidation type generally predominates. In 
young infants, particularly those under one year of 
age, obstruction of alveoli is by far the more common. 


When bronchioles are obstructed, there are three 
different mechanisms which may be in effect. One, 
mucus may partially obstruct the lumen of the 
bronchiole so that both ingress and egress of air is 
difficult. This causes both labored inspiration and ex- 
piration. Two, the bronchiole may be completely 
occluded so that air neither enters nor leaves the 
alveolus. If this is the predominant pathological pic- 
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ture, the respirations are not labored but are shallow 
and rapid as when consolidation is the prominent 
feature. Three, the situation may be half way between 
these two and occurs when the accumulation of mucus 
in the bronchiole is sufficient to occlude it when it is 
collapsed in expiration but not enough to block it 
entirely when it expands with inspiration. This is the 
so-called “ball-valve” action. 

The physical findings vary in each of these three 
types of obstruction. Thus, with complete obstruction 
of the bronchioles we have alveolar collapse with de- 
creased resonance. With partial obstruction we have 
some decrease in resonance but the breath sounds are 
diminished and moist rales are the rule. With ball- 
valve type of obstruction the chest is hyperexpanded, 
the percussion note is hyperresonant and expiration is 
more forceful and longer than inspiration. 

Let me, however, emphasize that never does one 
see a case in which the pathology is wholly one or 
another of these three mechanisms. They are largely 
different degrees of the same process. One may find 
an alveolus, the bronchiole of which is completely ob- 
structed adjacent to one whose bronchiole is only 
partially obstructed and on the other side an alveolus 
in the ball-valve stage. The physical signs help us 
only to decide which of these three mechanisms pre- 
dominate in any given case. Nevertheless they are 
sufficient to help make the decision of whether we 
are dealing with a condition which is primarily one 
of alveolar consolidation—lobar pneumonia in other 
words, or one of bronchiolar obstruction—broncho- 
pneumonia. 


In lobar pneumonia today, it is extremely rare that 
a sufficient number of alveoli are consolidated to 
cause asphyxia. Therefore, excellent results are 
achieved by the use of antibiotics, such as, penicillin 
with supportive oxygen when indicated. 

In the bronchopneumonias, however, we have two 
problems. The first is to get rid of the infection. This 
we attack with penicillin or its equivalent, but penicil- 
lin takes 24 hours or longer before its full clinical 
effect is reached. In the meantime the patient may 
die from the multiple obstruction of bronchioles 
which shut off the supply of air to his alveoli. Time 
and again we have seen a patient die of asphyxia be- 
fore the penicillin has had a chance to work. 

In my opinion, it is the general failure to recognize 
this which has kept up the higher fatality rate for 
pneumonia in children under 2. These infants usually 
have bronchopneumonia—in other words—bronchiolar 
obstruction as contrasted with alveolar consolidation. 
The penicillin is of no use if the patient dies of 
asphyxia from plugged bronchioles before the anti- 
biotic has had an opportunity to control the infection. 


Therefore, our treatment of pneumonia in small 
infants with bronchopneumonia must be divided into 
two categories. The first is, as in all pneumonias, the 
antibiotic approach. The second is the mechanical 
approach—designed to keep these infants alive long 
enough for the antibiotic to do its work. 
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Let us discuss first the control of the obstructive 
symptoms. The therapy here should be plenty of 
moist air—usually provided in the form of a croup 
tent. Most pneumonias occur in winter at which time 
the relative humidity in most artificially heated rooms 
is around 20 per cent saturation. Let us assume the 
moisture content of a mucus plug is 50 per cent. The 
air passing this plug will have a moisture saturation 
of only 20 per cent with the result that the flow of 
moisture will be away from the mucus to the 
respiratory air, As a result the mucus becomes thicker 
and more tenacious and finally becomes a solid plug 
in the bronchiole. 


The obvious solution is to give the patient air 100 
per cent or more saturated with moisture. Such air 
passing back and forth past the mucus plug deposits 
moisture in the mucus with the result that the mucus 
becomes thinner and thinner and finally begins to 
flow along the normal course of ciliary action. 


It is imperative in these cases to get a maximum 
concentration of water vapor into the lungs. It is the 
relative concentration of water that is decisive. Let us 
assume that a patient with a temperature of 104° is 
placed in a croup tent in which the relative humidity 
is 100 per cent and the temperature is 80°F. This air 
is saturated at 80% but the patient’s temperature is 
104° and by the time the air has reached the alveoli 
it too will be at 104°. According to the psychometric 
chart when the air has been warmed to 104°, its 
relative humidity will be only 45 per cent. And since 
the ability of the air to soften mucus is dependent, 
not on its absolute water content, but on its relative 
concentration, this air at 104° and 45 per cent rela- 
tive humidity has little effect in softening mucous 
plugs which may have a water content of 50 per cent. 

Therefore, it is best to have supersaturated air. This 
can only be accomplished by putting the child in a 
fog of water vapor. This fog is over 100 per cent 
saturated but will, when it has been warmed to body 
temperature, still have a high enough humidity to 
loosen the thick tenacious mucus which is blocking 
the alveolar tree. 


How can this be accomplished from the practical 
standpoint? First let me say that the little one quart 
vaporizers sold in the drug stores are completely use- 
less. To humidify the average bedroom would take 
all the output of 3 to 5—600 Watt electric plates. 
Therefore, the old fashioned croup tent is the best. It 
confines the water vapor and, in general, works satis- 
factorily on the output of one 600 Watt electric hot 
plate. The main point is to see that there is actually 
a fog in the air the child breathes . . . supersaturated 
air at room conditions—only 100 per cent or less 
saturated when it assumes body temperature. 


A word of caution should be injected at this point. 
Croup tents into which steam is run are apt to become 
quite hot. The temperature inside them is usually 
around 90° and sometimes higher. Although the 
warm air is helpful in keeping the mucus soft, we 
must remember that when we place an infant with 
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fever into such a tent we are also seriously hampering 
the two methods he has for getting rid of extra heat 
and controlling his body temperature. The loss of body 
heat from his skin surface will be less in air at 95° 
than at 75°. And if he is surrounded by air which is 
saturated with moisture, he cannot lose heat by 
evaporation of moisture, either by sweating or through 
the lungs. 

Therefore, the body temperature of infants placed 
in croup tents should be watched closely. We have 
seen several children develop hyperpyrexia and shock. 
When the body temperature cannot be kept within 
reasonable limits in a steam tent, we employ a 
mechanical vaporizer to provide the moisture. These 
operate by nebulizing water at room temperature and 
thus do not increase the temperature. One such is the 
Walton humidifier which is run by an electric motor 
and is small enough to be placed inside the croup 
tent. The advantage of the steam kettle is that it can 
be contrived easily in any home. 

While one is attempting to save the child from 
suffocation by the methods described, it is of course 
essential to combat the primary infection by the use 
of antibiotics. Since the majority of cases of pneumo- 
nia are due to the pneumococcus, penicillin is the 
drug of choice. We began originally to give this in 
three hourly injections of the aqueous solution. When 
penicillin in oil was produced we used it to good effect 
with outpatients giving it once a day. Lately we have 
employed crystalline procaine penicillin G suspended 
in peanut oil, containing 2 per cent W/V of aluminum 
monostearate. With this product we give only one 
injection or at the most two. 

Between January 1 and May 15 of this year we 
have treated 91 consecutive patients with pneumonia 
by this method. About half the cases were in children 
under 2 years. The patients were treated by a single 
intramuscular injection of repository penicillin; the 
dosage was adjusted according to size: 

Up to 10 ibs. 300,000 units 
10 - 15 Ibs. 450,000 units 
15 - 20 Ibs. 600,000 units 
20 - 30 Ibs. 900,000 units 
30 Ibs. or over 1,200,000 units 

Bacteriological studies revealed that in 81 per cent 
the causative organism was the pneumococcus. In 
the others, staphylococcus or influenza bacillus, or a 
variety of organisms were involved. 

The patients were treated as outpatients and given 
a single injection of repository penicillin. In 96 per 
cent of the cases a good response was observed; that 
is, the patients showed progressive improvement and 
required no further therapy. In two-thirds of the cases, 
the response was very rapid with the temperature fall- 
ing to normal within 24 hours. In only 4 per cent of 
the cases were the responses unsatisfactory and these 
were always patients who had certain complications 
which explained their delayed response. 

The penicillin blood levels were also studied. Most 
of the patients maintained appreciable levels of peni- 
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cillin in their blood following the single injection of re- 
pository penicillin. By the use of such methods our 
treatment of pneumonia as a hospital case is rapidly 
being supplanted by treatment on an ambulatory 
basis. Whereas prior to 1936, we hospitalized over 60 
per cent of the cases of pneumonia, only 15 per cent 
now require hospital care. The remainder are treated 
as outpatients. 


Pneumonia is, therefore, no longer a disease which 
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universally requires admission to the hospital. The 
majority of such cases can be treated by a single in- 
jection of repository penicillin. In bronchopneumonia, 
however, especially in the age group under 1 year, 
suffocation from bronchiolar obstruction is possible 
before the antibiotic has had time to work. In such 
cases, high humidity therapy is indicated to relieve 
the condition. If this situation is universally recog- 
nized, there should be a further fall in the fatality rate 
from pneumonia in children under one year of age. 





The Use Of Isuprel In The Treatment 
Of Asthma 


Ketty T. McKee, M. D. 
AND 
VincE MoseE-ey, M. D. 


Charleston, S. C. 


There is at present no one drug which will always 
give the prompt and desired relief needed so urgently 
by a patient suffering from a severe paroxysm of 
asthma. Various drugs ranging from the atropine— 
stramonium alkaloids through the epinephrine type 
drugs, and nitrites, have been employed by various 
routes of administration and in various combinations. 
The multiplicity of these testifies to the need for a 
better therapeutic agent than any now available. In 
general, the most effective of the group seems to be 
epinephrine hydrochloride given in small frequent 
doses of a 1:1000 solution by hypodermic injection, 
such as 0.2 to 0.3 cc. at hourly to two hourly intervals, 
or the inhalation of the drug from a nebulizer in a 
1:100 concentration. When this fails or produces un- 
desirable effects Aminophyllin administered orally, 
intravenously, or by rectal suppository may be useful. 
The induction of basal anesthesia by means of the 
rectal installation of Ether in oil or “Avertin,” along 
with the inhalation of oxygen in high concentration 
or even better the inhalation of a helium and oxygen 
mixture may be life saving when all other measures 
fail. 

During the recent war a new agent, “Aleudrin,” 
was developed in Europe and found to be quite 
effective in asthma when used as an aerosol.1 More 
recently the same drug, with the trade name Isuprel 
has been introduced to this country and found to be 
the most active antiasthmatic and bronchodilator of 
a group of compounds structurally related to 
epinephrine.1,2. It is a N-isopropyl homologue of 
epinephrine with the chemical name 1-(3, 4-dihydro- 
xyphenyl) 2-isopropylaminoethanol. Comparison of 
this drug, administered by nebulization, with other 


*From the Department of Medicine, Medical College 
of the State of South Carolina and The Roper Hos- 
pital, Charleston, S. C. 


aerosol preparations, namely 1:100  ephinephrine, 
Vaponefrin, 1:100 Neosynephrine, revealed that in a 
1:100 dilution it was the most effective for protection 
against the bronchospastic effects of histamine and 
mecholyl. In the 1:200 concentration usually used it 
was observed to give more prolonged and better pro- 
tection against the effects of mecholyl than epine- 
phrine, Vaponefrin, or Neosynephrine, but was in- 
ferior as a histamine antagonist to 1:100 epinephrine 
and Vaponefrin.3 Lowell, Curry, and Schiller ad- 
ministered “Isuprel” to asthma cases by inhalation, 
subcutaneously, and sublingually. It was very effective 
as an aerosol in mild or moderately severe asthma. 
Sublingually in tablet form the drug was 
moderately effective, and in the cases in which it was 


only 


used subcutaneously, side reactions were observed.4 


At the Roper Hospital and in the Medical Out-Pa- 
tient Clinic of the Medical College of the State of 
South Carolina we have administered 1:200 “Isuprel’’® 
by inhalation in a number of cases of bronchial asthma, 
in a few cases of emphysema and in one case with 
cardiac asthma. Patients were allowed to breathe Icc. 
of the vapor for twenty to thirty inhalations. In most 
of these patients vital capacity determinations were 
made before and after inhalation of the nebulized 
drug, using a McKesson-Scott vital capacity apparatus. 
The “Isuprel” was administered in most cases through 
a #40 DeVilbiss nebulizer with a hand bulb com- 
pressor. Other patients were given the aerosol via a 
nebulizer from an 
oxygen tank or from a hand bulb supplying the vapor- 
izing force. No appreciable difference in the effective- 
ness of the drug was noted with either method. The 
results of these determinations are recorded on the 
accompanying Table #1. 


Vaponefrin with the pressure 


°Furnished for this study through the courtesy of 
Winthrop Stearns & Company. 
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TABLE NO. 1 





Av. Vital Av. Vital 
Capacity Capacity Percent 





Patient Diagnosis before after Increase 
Isuprel _Isuprel 
Cc. , 
1.C.L. Asthma 2100 2700 28 
cx ts. . 2550 3550 29.2 
a. 7. ° 1000 2600 160 
4. F.S . 950 2850 200 
5. W. P 2600 3100 19.2 
6. $.P 4000 4800 20.0 
7. J.B 3400 4050 19.1 
8. B. W 2000 2530 26.5 
9. S.G 1200 =1960 63.3 
10. J. E. 1330 ©1550 16.5 
11. T.R. Emphysema 1530 =. 2350 53 
12. T.M. Asthma 2850 3200 12 
13. E.G. . 2930 3200 9.2 
14. S. W. 2800 3430 22.5 
15. I. W. ° 3570 3730 4.4 
16. C.M. Bronchitis 1550 2000 29 
ry. 3.42. Asthma 2800 ©3800 35 
1. J.C. Emphysema 1870 2200 17 
19. W.L. Penumonia 3100 =3100 0 
20. O.K. Emphysema 
Bronchioectasis 3400 3400 0 
21. H.S. Cardiac Asthma 2800 3500 25 





It will be observed that in most cases some increase 
in vital capacity resulted, the increase varying from 
100cec. to over 1000cc., the percentage increase vary- 
ing from 4% to over 100%. The two cases showing 
increased vital capacity readings of over 100% were 
so dyspneic when first seen that the original readings 
were not felt to be accurate. Two other cases failed 
to show any increase in vital capacity. One of these 
was a colored male with unresolved pneumonia in no 
respiratory distress. The other was a patient with 
senile emphysema who was dyspneic on exertion but 
not at rest. 

As can be seen from reference to Chart #1, when 
graphically plotted the 15 asthmatics in this series all 
had significant increases in their vital capacity, when 
given “Isuprel,” if the vital capacity was significantly 
low beforehand. The majority were below 2800 ccs. 
initially and in these the vital capacity was increased 
about 20% or better in all except one patient. 


All patients experiencing any respiratory difficulty 
at the time of the initial vital capacity readings were 
subjectively improved. The periods of relief varied 
from a few minutes to several hours. Due to the 
temporary nature of the relief afforded in a few pa- 
tients, intravenous Aminophyllin had to be employed 
later for further relief. In none of the patients was 
complete clearing of the lung fields of asthmatic 
wheezing noted on auscultation, but better ventila- 
tion was observed. 

Blood pressure and pulse rates were not recorded 
at intervals in the observations made on our patients; 
others, however, have reported that with marked 
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bronchial obstruction, the blood pressure tended to 
drop toward normal after Isuprel inhalation; with 
little or no obstruction a widening of pulse pressure 
occurred, with a slight rise in systolic and fall in 
diastolic pressure. The pulse almost always increased 
slightly in rate.1 In the one patient who had cardiac 
asthma Isuprel was as effective as Aminophyllin in 
relieving dyspnea, and no significant changes in the 
blood pressure or pulse rate were noted with repeated 
use of the drug in this patient. 


None of the patients in this small series developed 
any unpleasant symptoms or experienced any ill effects 
as a result of the use of “Isuprel”. It was the impres- 
sion of the observers that the drug was as effective as 
1:100 epinephrine used similarly, and that “Isuprel” 
had an advantage over epinephrine in that it did not 
cause as much in the way of vasomotor effects as 
epinephrine does when given in amounts necessary to 
produce as adequate relief from asthma. 

Summary: 


Fifteen patients with paroxysmal bronchial asthma, 
and 1 patient with cardiac asthma and five patients 
with other forms of chronic pulmonary disease have 
been treated with a new antispasmodic, “Isuprel”. The 
reports of others and personal experience with the 
drug lead us to believe that inhalation of the nebu- 
lized drug is a safe and often effective form of treat- 
ment for the relief of dyspnea due to bronchospasm. 
It has less side reactions and was just as effective, in 
our brief experience, as the Epinephrine preparations 
when similarly administered for broncho-dilating pur- 
poses. 
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Lessons From Maternal Mortality Studies 


J. Decuerv Guess, M. D. 
Greenville, S. C. 


One hundred and thirty-four mothers and expectant 
mothers died in South Carolina in 1948. There were 
58,131 live births. Our mortality was 2.3 deaths per 
1,000 live births. This compares with a rate of 2.4 in 
1947. Thirty-one deaths were white and 103 were 
colored. The rate for white was one per 1,000 white 
live births, or .53 per 1,000 combined white and 
colored births. The rate for negroes was 4 per 1,000 
colored live births or 1.8 per 1,000 white and colored 
live births. This clearly indicates that our chief prob- 
lem is with our negro mothers. Accounting for less 
than one-half the live births last year, their mortality 
rate within their group was four times that of white 
mothers. That, then, is problem No. 1. 

° ° ° 

Forty per cent of our deaths resulted from toxemia. 
Toxemia is usually a curable disease if its premonitory 
signs are recognized and if the patient receives prompt, 
active, vigorous, and wise treatment. Fifty-three 
deaths were from toxemia. These were divided into 
11 white deaths and 42 colored deaths. That is, the 
colored deaths from toxemia were almost four times 
the white deaths. This is problem No. 2. 

cod ° ° 

The next greater cause of death was hemorrhage. 
The percentage was 24 per cent, and the number of 
deaths, 32. These were divided into 9 white deaths 
and 23 colored deaths. The number of colored deaths 

ras 2% times the white deaths. To combat hemor- 
rhage frequently requires blood, and blood was more 
evenly unavailable for both whites and negroes than 
the relative preponderance of negro deaths from hem- 
orrhage would account for. The prevention of deaths 
from hemorrhage, which involves the ready avail- 
ability of blood, and a more astute recognition of the 
dangers .of continuous bleeding is problem No. 3. 

Q ° fo] 

The 36 per cent of deaths remaining were widely 

divided among 6 other causes. Significantly, only 6 


*From the Committee on Maternal Welfare, South 
Carolina Medical Association. Read before the Ob- 
stetric Seminar, University of Georgia Medical 
School, Augusta, December 16, 1949. 





per cent were caused by infection and only 6 per cent 


were caused by abortion. 
L ° ° 


Let us take a look at some of the records of women 


who died of toxemia: 


Case No. 1—Colored, 24 years of age. 

For past three months patient had gradually 
increasing blood pressure, edema of ankles and 
other symptoms and signs of preeclampsia. Pa- 
tient was attended by her home doctor. He re- 
ported, “Patient apparently paid little attention 
to diet, rest and other recommended measures.” 
On the day of admission to hospital, blood pres- 
sure was 220/140. She had had convulsions and 
was stuporous. She died 24 hours later. Advice 
as to diet and rest is not vigorous and wise treat- 
ment, 


Case No. 2—Colored, 29 years of age. 

No prenatal care. She started having convul- 
sions on the night before she was hospitalized at 
noon following. She died that afternoon. She was 
already doomed when hospitalized by more than 
12 hours of convulsions. 

Case No. 3—Colored, 42 years of age. 


Quoting the doctor’s report: “This woman 
came to my office about six weeks before labor. 
She had hypertension and albuminuria. I advised 
her what to do. 

“Midwife states that she had urged patient to 
go to her doctor or to the prenatal clinic. When in 
labor, I was called and found her comatose and 
I sent her to the hospital where she died a few 
hours after admission.” Advice without follow-up 
is of no value in that type of patient. 

Case No. 4—White, 13 years of age. 

Quoting doctor’s report: “Patient was seen only 
once, about 2 months before death. Condition 
was then satisfactory. About one month later, pa- 
tient’s mother reported that patient was swelling 
all over. I advised hospitalization. Mother agreed 
to take her, but she did not do so. Patient was 
brought to my office on the day of her death. She 
had marked generalized edema, blood pressure 
184/120, had not voided for 24 hours. Marked 
pulmonary edema.” She was hospitalized and 
died a few hours later. She was sentenced to death 
by her mother’s ignorance. 

Case No. 5—Colored, age 35. 

Two prenatal visits, one at 6 weeks, and one, 
one week before death. At second visit, blood 
pressure was high, marked edema, very anemic. 
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One week later admitted to hospital in hard con- 
vulsions and in labor. Death occurred during a 
convulsion and before delivery. She had one week 
of severe preeclampsia without treatment. 

Case No. 6—Colored, age 17. 

Attended prenatal clinic at monthly intervals 
until between 7 and 8 months. Her blood pressure 
ranged from 120/72, down to 100/72, and her 
urine remained free from albumin. The last visit 
was on August 2. She died on Oct. 10. She had 5 
convulsions before she was admitted to hospital 
with blood pressure of 210/104. Death occurred 
during attempted podalic version after full dilata- 

tion. Version was decided upon because of a 
“posterior position.” Membranes had _ ruptured 
spontaneously at onset of labor. She had no pre- 
natal supervision during dangerous last 2 months 
and atrocious handling after hospitalization. 

Case No. 7—Colored, age 19. 

Had had no prenatal care. Was admitted to 
hospital in convulsions and was in moribund 
state. Was not in labor. Caesarean section was 
performed but she continued to have convulsions 
after “anesthetic was off” until she died 6 hours 
later. Caesarean section under ether anesthesia on 
an eclamptic is a relic of the dark ages of 
eclamptia therapy. 

° ° °o 


These cases are illustrative of several frequently 
occurring factors in the death of patients from 
eclampsia. 

1. No prenatal care, together with a failure of pa- 
tient and her family to recognize the significance of 
gross danger signals. 

2. Inadequate and poorly timed prenatal care. Be- 
fore a patient can employ a licensed midwife in South 
Carolina, she must have attended a public health 
prenatal clinic at least four times, or she must have 
a certificate from her private physician certifying that 
the case is suitable for midwife care. So often these 
women pay four visits to the prenatal clinic in the 
first two trimesters of pregnancy and have no care 
during the last trimester—the trimester of toxemia. 
Often a doctor will certify a case for midwife delivery 
without examination of the patient. 

3. An attitude of expectancy upon the part of the 
doctor in already fully established preeclampsia. “I 
told her what to do,” or “I prescribed for her,” occurs 
frequently in reports of death. If these cases are to 
be salvaged, some means of free and early hospitaliza- 
tion must be provided. The people must be taught to 
avail themselves of the hospital care provided, and 
the doctors must be more insistent and more ag- 
gressive in their attitude toward these cases. 

4. Community hospitals usually do not have a well- 
trained obstetrician (and I do not refer necessarily to 
a specialist) on their staffs. Patients sent in for treat- 
ment are frequently either temporized with if not 
acutely ill, or they are treated with a bold but un- 
skillful type of deadly radicalism. True obstetrical 
consultation should be provided for the smaller hos- 
pitals, and some member of the staff should be en- 
couraged by his colleagues to become a part-time but 
better trained specialist. 

5. In the rural colored belt, if his white friends do 
not take more interest in his health problems, and 
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especially if the white man is not willing to arrange 
for prompt hospitalization and to provide transporta- 
tion to the hospital, there will continue to be un- 
necessary deaths because of delayed hospitalization. 

6. Political compulsory sickness insurance would 
not provide for most of these cases, unless social 
security is extended to cover farm labor and domestic 
servants, but such cases are a great talking point for 
advocates of socialized medicine. These cases should 
be cared for with tax funds by their local govern- 
mental agencies and free hospitalization in emer- 
gencies will have to be simplified and made promptly 
available without red tape. 

7. These factors and their solution demand educa- 
tion: education of the doctor to recognize the signs 
and symptoms of preeclampsia as such and to treat 
the condition as a true emergency; education of those 
who distribute county welfare funds for hospital ad- 
missions on the county account, so that free emergency 
hospitalization can be had without red tape and delay; 
education of the colored people, and especially their 
own leaders as to the need of prenatal care, the dan- 
gers of pregnancy, the recognition of the gross signs 
of toxemia, and the wisdom of seeking and following 
medical advice. 

° ° ° 

What I have said of toxemia can be said with equal 
force of hemorrhage. However, premonitory signs are 
not so universally present and so readily recognized as 
are those of toxemia. The condition is usually 
dramatically acute, and I am sorry to say that reports 
of deaths from hemorrhage in South Carolina do not 
indicate a professional awareness of the dangers of 
blood loss, especially when preceded by severe 
anemia, nor are our smaller community hospitals pre- 
pared to cope promptly with hemorrhage. Let me cite 
some illustrative cases. 


Case No. 1—White, 37 years of age. 


Two prenatal visits, both in 9th month of preg- 
nancy. Doctor found severe anemia, otherwise 
condition was satisfactory. He prescribed iron and 
vitamin B complex. Second visit was a hasty ex- 
amination in patient’s home, with no report of 
findings. Delivery was in the home with poor and 
insufficient light. Blood pressure and pulse rate 
were found to be satisfactory. Doctor states, “I 
was not conscious of how anemic she was. There 
was not an early postpartum hemorrhage, and 
examination of her clothing after death did not 
show much hemorrhage.” Patient died 4 hours 
and 35 minutes after delivery. The doctor states, 
“Due to the fact that the hemorrhage was not 
severe, it might be more correct to consider 
anemia as the real cause.” 

Case No. 2—Colored, 29 years of age. 

Although her death certificate was signed by 
a doctor, and although a member of the de- 
ceased’s family states that deceased paid regular 
visits to this same doctor and that he delivered 
her, the doctor declined to furnish a report of 
the case to the Committee on Maternal Welfare, 
giving as a reason that he did not recall ever 
seeing the patient nor did he remember signing 
the death certificate. The county health officer 

gave the following information, which he secured 
from the husband of the deceased: The doctor 








76 


THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


was called to see the patient on Wednesday be- 
fore she delivered on Friday. He was 


cause the 
night labo 


— was § 
r 


© swollen. 


minutes after the doctor arrived. The 
came right after the baby (the baby was live 


born ). 


called be- 


On Friday 
yegan, and the baby was born a few 


afterbirth 


The midwife said that she walked over by 


the bed a few minutes after the placenta came 


away. 


The patient died 15 minutes later. 
Colored, age 24. 
Consulted her physician 7 weeks after her last 


Case No, 3— 


menstrual 


period. Had 


experienced 


She noticed blood puddling on the bed. 


low ab- 


dominal pain for 3 days. Patient was admitted to 


hospital, 


b 


a on without ane 
ood were given during the operation and im- 


given four pints of plasma, 


»sthesia. Twe 


and was 
» pints of 


mediately afterwards. More blood was given the 


following day. 


and died. 


C. WN. S. 


nancy. 
Case No. 4 


Death was due 
thanges caused 


The next day she lapsed into coma 


a to irreversible 
by prolonged anoxemia 
due to hemorrhage from ruptured tubal preg- 


—Colored, age 29. 


No prenatal care. Sent to hospital by midwife. 


Doctor reported: 


“Patient was in severe shock 


upon arrival at hospital, and after operative de- 
livery continued to go down and before trans- 
fusions died. This patient who had been bleeding 


to the extent of fairly severe shock, 


and (who) 


upon my arrival was flowing was taken to the de- 


livery 


room, 
packed and glucose started. 
gressive and 


forcibly d 
death 


ilated, deliv 


followed.” The 


ered, and 


Shock was _ pro- 


shock of 


manual dilatation or laceration of the cervix, and 
probably that of inhalation anesthesia was added 


to that of 


Case No, 5— 


of pregnancy. 
been uneventful. 
was progressing normally. 


hemorrhage. 


Colored, age 32. 
Four prenatal visits, beginning in fifth month 


Pregnancy was reported to have 
When doctor arrived: “ 
by midnight the 


Labor 


cervix was completely dilated but patient was 
‘shying away’ from the pain. . . I gav 


pe 


She delivered spontaneously 


e her m I 
15 minutes 


ater. The placenta was expressed 5 iieaten later. 


Shortly thereafter, 


orrhage. 


the fundus was massaged. 


bleeding a second time. 
ziven I.V., and the fundus was massaged. “The 


rleeding 


alternately.” 


would 


decrease and 
About one hour after delivery, pa- 


there was a moderate hem- 
Pitocin and ergotrate were given and 
Patient soon began 


Calcium gluconate was 


then 


increase 


tient was sent by ambulance 15 miles to the hos- 
pital. Bleeding continued in spite of massage of 
fundus. She was in shock upon arrival. Vitamin K, 


adrenalin, 


given, and plasma and glucose started. 


calcium 


gluconate and ergot 


were 
“I waited 


a few minutes to see if we could get some re- 
sponse from this medication, but when none was 
evident, I packed the uterus. I then called a con- 


sultant. 


After consultation, we decided to give 


a transfusion and then do a hysterectomy. A 


second transfusion was given 


on the operating 


table while a subtotal hysterectomy was done. 

Patient died that afternoon. The doctor reports, 
“She did react from the anesthesia and operation, 
but never did get out of shock, in 
transfusions, 500 cc plasma and 1000 cc glucose.” 
An incident of too long watchful waiting, lack of 


decision, too long delayed uterine packing and 


blood transfusion. 
Case No. 6—White, 39 years of age. 
Prenatal visits every 3 or 4 weeks beginning in 


spite of 8 


third month. Had slight hemorrhage at 8 months 
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but checked upon being put to bed. Labor was 
short and was fol lowed postpartum hemor- 
rhage and shock. Hemorrhage began about 45 
minutes before delivery, but became profuse after 

delivery. Uterus was pi acked. Plasma was given. 
Patient came out of shock. “A desire to get blood 
failed because technician had left the hospital.” 

Three hours later, shock recurred and _ patient 
died quickly. There was a long time warning that 
blood might be needed. It should have been made 
available. 


Case No. 7—Colored, 35 years of age. 


No prenatal care. Doctor was called after labor 
began, because patient was bleeding. She was 2 
months premature. Bleeding was active. He 
stayed with her 20-25 minutes. After he left, 
bleeding became more profuse and he was re- 
called. He stayed about one hour and left again. 
About three hours later he was called again. The 
baby and the placenta were born before he ar- 
rived. The patient was bleeding profusely. He 
gave her a hypodermic and he left a few minutes 
later. The patient died in another few minutes. 
She lived less than twenty miles from a first class 
county hospital. She was allowed to slowly bleed 
to death, under medical observation. 


° ° ° 


All blood loss in pregnancy has serious potentialities. 
What appears to be small loss is frequently much 
greater than it seems. A little loss 
significance in proportion to the degree of anemia 
Plasma is a stop gap for the shock incident 


increases in 


present. 
to hemorrhage, but it does not replace blood, nor does 
it save life where the need is for the oxygen carrying 
powers of red blood cells. Hemorrhage causes shock, 
and any treatment shock producing 
potentialities tends to increase shock and to make 
irreversible. Before shock 
combatted. 
deepen shock. 


which has 
operation is considered, 


must be General anesthesia tends to 


A hospital, deserve the name, should at least 
have always at hand facilities for blood typing and 
matching. The doctor who delays preparations for 
blood transfusion while he temporizes and watches 
his patient bleed is more derelict in judgment and 
initiative than were the foolish virgins who have been 


objects of scorn for 2,000 years. 


Even where superficial examination and 
seems to relieve the doctor from responsibility for 
most of the 134 maternal deaths in South Carolina 
last year, many of the women would be alive today 


report 


had he used the same insistence to enforce adequate 
treatment as he does to bring about operative removal 
of an acutely inflamed appendix, or to enforce medical 
treatment for a case of pneumonia. Many of these 
women would have been alive, had the procedure for 
the hospitalization of charity emergency cases been 
less complex. Several would have been alive, had 
technician been available for blood typing and match- 
ing. 

Midwives can be charged directly with few, if any, 
of these deaths—but that is another story. 
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Osteopoikilosis 


A CASE REPORT 
ReysurN W. Lomunack, M. D. 
Newberry, S. C. 


Albers-Schonberg described the first case of osteo- 
poikilosis in 1915. This he discovered during a 
roentgen examination. Three forms have since been 
discovered: patchy, striped and mixed. It is now be- 
lieved that this condition is not as rare as first thought. 
Stutts in 1944 reviewed the literature and found 
nearly one hundred cases. Since then undoubtedly 
other cases have been found due to the widespread 
use of the x-ray. The earliest case on record is that 


of an eighteen months old child. 


The etiology of this condition is not clear but is 
probably a congenital one and is hereditary under 
certain conditions. It is characterized by condensation 
foci of the spongiosa and is seen most often in the 
carpal and tarsal bones and in the epiphysis of the 
long bones and the pelvis. I have found no case on 
record where the skull has been involved. These foci 


vary in size from a pinhead to that of a lentil. 


There are apparently no clinical manifestations as 
to this condition and it in no way contributes to the 
fragility of the bones. The chief value in recognizing 
it probably lies in not confusing it with other condi- 
tions namely, malignancy, especially metastestes to 
the pelvis which it sometimes closely simulates, how- 
ever it should not be confused since additional x-rays 


of the long bones will usually reveal its identity. 





This case was discovered quite by accident in 1946 
during a routine examination for an unrelated condi- 
tion. The patient was a middle aged white male in 
his forties and has been observed since then with no 
further changes. X-rays of the entire body show this 
condition to be present in all of the bones except the 
skull and ribs. Fig. 1 shows the mottled appearance 
particularly in the pelvis and heads of the femurs. 
Fig. 2 shows the characteristic pattern seen in the 


phalanges. 


I wish to express my appreciation to Dr. Allen 





Tuggle of Charlotte, N. C. for reviewing these films 


for me. 
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(Gastric carcinoma has been one of the most dis- 
couraging types of malignancy that the surgeon treats. 
Whereas the operative mortality rate for gastrectomy 
has been reduced to very acceptable levels despite ex- 
tension of the magnitude of resection, the percentage 
of inoperable and- non-resectable cases remains high. 
Only when the patient and the physician appreciate 
the possible significance of minor gastro-intestinal 
symptoms, and procede with thorough investigation 
of these symptoms, will the resectability rate rise and 
the death rate fall.—Editor ) 


CARCINOMA OF THE STOMACH* 
VincE Mosecey, M.D. 


Carcinoma of the stomach is the most frequent 
form of fatal cancer affecting men and is second only 
to carcinoma of the uterus which is the most frequent 
site for fatal cancer in women. The sex ratio of this 
malignancy has been estimated in various autopsy 
series as being about 2.5 to 1 for the incidence in 
males as compared with females. About 30% of all 
cancer deaths annually are due to cancer of the 
stomach. It can occur at any age but its incidence 
rises sharply after the age of 30. 

Hereditary factors undoubtedly play a role here as 
they do in many other forms of cancer, but as yet no 
definite etiological factors are to be implicated. 

The incidence of carcinoma of the stomach is ap- 
preciably higher in individuals who have pernicious 
anemia and atrophic gastritis. Benign polyps of the 
stomach are also often the site in which malignancy 
develops but whether benign peptic ulcers of the 
stomach ever become malignant is now apparently 
much more debateable than was this opinion a few 
years ago when many felt that relapsing gastric ulcers 
often eventually became malignant and advised 
prophylactic removal of the peptic ulcer site for that 
reason. Today many authorities believe that the ulcers 
which appear to undergo malignant degeneration are 
really areas of malignancy with superimposed peptic 
ulcerations and that malignancy is present from the 
start in these lesions. For some unknown reason 
duodenal ulcer appears to offer some protection 
against carcinoma of the stomach. Those of similar age 
groups who have peptic ulcers of the duodenum have 
far fewer carcinomas of the stomach than would be 
expected statistically and the finding of a carcinoma 
of the stomach in association with an active duodenal 
ulcer is uncommon; although, peptic ulceration of 
both the duodenum and stomach is a_ frequent 


*From the Medicine Department and the Cancer 
Clinic, Medical College of the State of South Caro- 
lina. 





simultaneous occurrence. 


Clinically carcinomas of the stomach may present 
bulky 


ulcerated lesions or involve the stomach in an in- 


themselves as masses, papillary growths, 
sidious submucosal invasive fashion so as to transform 
the organ into a relatively unyielding leather bottle 
type structure. The adenocarcinomas often produce 
bulky cauliflower like masses which are apt to bleed 
excessively. Fortunately metastasis in these may be 
limited to regional lymph nodes if operated on early. 
The coloid type carcinomas, though producing similar 
bulky masses often metastasize quite early and their 
area of metastatic spread is usually far advanced and 
wide when detected. Papillary carcinomas usually 
arise from a previously benign polyp. Spread is slow 
and metastasis is relatively late. Medullary carcinomas 
spread extensively and involve the stomach wall ex- 
tensively. Ulceration occurs late and metastasis are 
early so that the prognosis is often poor. Carcinoma 
in situ presumably begins from many sites simulta- 
neously and widely invades the submucosal areas 
early with spread to the lymphatics along the lesser 
and greater curvatures and ulceration of the mucosa 
occurs relatively late. Schirrhous carcinoma of the 
linitis plastica type is quite rare. It is slow growing 
and remains locally invasive for some time before 
spreading by way of the lymphatics and veins. 


Metastatic spread of malignant implants from the 
stomach may occur by way of direct extension with 
invasion of neighboring structures such as the pan- 
creas, lower esophagus, colon, biliary tract and duo- 
denum. Lymphatic drainage along the greater and 
lesser curvature carries implants that may remain 
localized in adjacent nodes with later spread either 
cephalad or caudad by lymphatic routes. Embolic 
implants may occur through the portal system to the 
liver or by way of esophageal and other venous anas- 
tomosis including the paravertebral system so that 
implants may occur in the lungs, brain, skin, spleen 
and skeletal system. Lymphatic drainage is also re- 
sponsible for many of the distant metastasis such as 
those observed in the left supraclavicular and left 
axillary group of lymph nodes. 


The diagnosis of cancer of the stomach in the more 
advanced stages is made with relative ease. Un- 
fortunately that is the time when surgery can do the 
least amount of good. Weight loss, weakness, anemia, 
painless gastrogenous diarrhea, anorexia. epigastric 
distress and fullness after eating, nausea and vomiting 
are all late symptoms. The finding of an epigastric 
palpable enlarged supraclavicular or left 
axillary Ipmph nodes or the finding of a rectal shelf 
and Krukenberg tumors on rectal or pelvic examina- 
tions are signs hearalding little hope from surgery 
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rather than being signs helpful in diagnosis at a time 
when surgery could be advantageously utilized. 
Metastasis to the umbilical region, liver, and lungs, 
often first manifested by signs of right heart strain 
due to pulmonary artery obstruction, are also signs 
often observed late in carcinoma of the stomach. 


Unfortunately about 50% of all carcinomas of the 
stomach have extended before there are symptoms of 
a definite nature. Statistically a lapse of 6 months 
usually has occurred before the patient is annoyed 
enough by his symptoms or convinced of their per- 
sistence in a degree sufficient to cause him to seek 
medical advice and in a large percentage another 6 
months elapses before the physician consulted is con- 
cerned enough to institute complete diagnostic 
studies, so that in the majority of cases a year elapses 
before operative intervention is sought. 


In all patients of the 30 to 60 year old group any 
change in appetite should warrant suspicion of gastric 
malignancy. A lessening desire for meats or rich foods, 
when formerly enjoyed; early satiation of the ap- 
petite; some distress after a hearty meal or persisting 
fullness after meals of the accustomed quantity all 
should cause prompt and full investigation of the 
gastrointestinal tract, if such symptoms persist for 
more than a few days or continue to recur. 


Malignancy arising in the body of the stomach may 
produce no recognizable digestive disturbance until 
relatively late. Lesions at the cardia often cause 
coughing soon after swallowing as an early symptom 
and later regurgitation. Fullness or slight nausea soon 
after eating suggests a pyloric lesion. 


X-ray is the chief aid in establishing a diagnosis of 
cancer of the stomach. The finding of a filling defect 
after the barium meal is pathognomonic. Shadow en- 
croachments on the gas filled lumen of the cardia; 
ulcer niches on the greater curvature side, stiffening 
of the pylorous, and loss of normal peristalsis over 
segments or portions of the gastric shadow are all 
signs of malignancy. 


Gastroscopic examination is an extremely valuable 
adjunctive measure and supplement to x-ray examina- 
tion. At times such visualization of gastric lesions may 
be helpful in differentiating benign from malignant 
lesions such as benign hypertrophic antral gastritis, 
gastric syphilis, an unusual mucosal fold, perigastric 
adhesions, neurogenic spasm, or extrinsic pressure de- 
formities. In addition, an idea as to the extensiveness 
of the lesion may be gained preoperatively, and at 
times more definite confirmation of a slightly sus- 
picious lesion may be derived or in occasional in- 
stances, the finding of a lesion that may not be ob- 
served by roentgenographic methods. On gastroscopy 
the finding of fixed or rigid broad based polyps with 
or without ulceration, irregular nodular submucosal 
projections, tumor masses, ulcers with irregular 
margins or ragged nodular discolored bases, infiltrated 
stiff mucosal areas, or greyish scarred mucosal areas 
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are all to be labeled as malignant changes. Benign 
ulcerations are seldom confused with malignant 
lesions or vice versa, although, there are those in- 
stances where only after repeated observation can one 
feel certain. 


A gastric analysis may be helpful but no great re- 
liance is to be placed on this test. The finding of per- 
sistent occult blood in the feces when on a meat free 
diet and after having been on an adequate regimen 
for ulcer management for 3 to 4 weeks certainly sug- 
gests that what may have been considered a benign 
gastric ulcer is probably malignant and calls for 
surgical exploration, although, roentgenographically 
there may seem to be signs of improvement. Likewise 
the lack of x-ray signs of healing in a gastric ulcer 
after a reasonable period of treatment not exceeding 
six weeks, should point to the need of surgical ex- 
ploration in most instances. 


Aspiration of the fasting gastric contents with 
vigorous suction and the examination of the cells so 
obtained by an expert in cytological pathological 
diagnosis may be a valuable adjunctive measure but 
negative findings are more often encountered than 
positive findings in cases where no ulcerative or 
ulcerative or necrotic sites exist. 


In our experience such methods have been positive 
in only 25% of proved cases of carcinoma of the 
stomach where this method was employed. 


The outlook for patients with carcinoma of the 
stomach at the present time is still very poor. Owing 
to the insidious onset of the disease few patients are 
operable when first seen by a competent surgeon, al- 
though, recent advances in surgical technique and 
improved methods in pre and post-operative care has 
greatly increased the number who may receive the 
benefit of palliative surgery. Resectability rates have 
risen in recent years in all surgical clinics on an 
average of 50% to 80%. Although the immediate 
operative mortality of gastric resections is still quite 
high—averaging about 15% plus, the 5 year survival 
rate of those resected has been shown to be definitely 
increased. Many clinics can now show survival rates 
of 25% to 30% of those resected 5 years or more 
previously. 


Patients must be educated to seek medical advice 
earlier, physicians must utilize the diagnostic aids 
available earlier, surgical consultation must be sought 
earlier. If these delays can be circumvented some of 
the unavoilable delays incident to the early diagnosis 
of carcinoma of the stomach may be in part com- 
pensated for. 


Through annual physical examinations for all pa- 
tients over the age of 35 at which time if gastric 
analysis, stool examinations, and hemoglobin de- 
terminations were made, many early cases might be 
picked up through deviations from the normal thus 
found which would point to the need for more 
thorough examinations including x-ray and the other 
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types of examinations mentioned previously. Certainly, 
all patients of the middle-aged group having any sort 
of a digestive disturbance should have a complete 
roentgen investigation made and in those with perni- 
cious anemia twice yearly examinations should be con- 
ducted. Only by this means can we hope for any 
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earlier diagnosis, than that now extant for carcinoma 
of the stomach and only by this means can we hope 
to lower the ever rising mortality rate from cancer of 


the stomach until some biological or other screening 


test becomes available. 








SOUTH CAROLINA MEDICAL ASSOCIATION 
BALANCE SHEET 
December 31, 1949 


ASSETS 


Petty Cash 
Guaranty Bank and Trust Company 
Accounts Receivable 
Deposit Receivable 
Investments 
Defense Bonds 
Peoples Federal Loan and Savings 


Office Furniture and Fixtures 


Total Assets 


$ 10.00 
10,777.78 
11,058.41 

3.00 


$10,000.00 
5,000.00 15,000.00 
2,897.51 


$39,746.70 


LIABILITIES 


Social Security 
Withholding Taxes 


Total Liabilities 


19.51 
314.10 


333.61 


SURPLUS 


Balance 
Excess of Revenue Over Expenses 


Total Surplus 
Total Liabilities and Surplus 


35,122.90 
4,290.19 


39,413.09 
$39,746.70 


We have examined the treasurer’s record of The South Carolina Medical Association for the 


year ending December 31, 1949, and, 


We certify, that in our opinion the above Balance Sheet and accompanying Statement of Rev- 
enue and Expenses set forth the financial condition of The South Carolina Medical Association as at 
December 31, 1949, and the results of its income and expenses for the year ended on that date. 


Florence, South Carolina 
January 28, 1949 


Respectfully submitted, 


JAILLETTE & BRUNSON 
Public Accountants 
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SOUTH CAROLINA MEDICAL ASSOCIATION 
STATEMENT OF CASH RECEIPTS AND DISBURSEMENTS 
January 1, 1949 to December 31, 1949 


Balance Per Bank, January 1, 1949 
Revenue Receipts 

A. M. A. Assessments 

Membership Dues 

Subscription Dues 

Advertising 

Interest Earned 

Miscellaneous Income 

Exhibits 

Directory of Members 


Gross Receipts 


Disbursements 
Audit and Legal 
A. M. A. Convention 
S. C. Conventional Expense* 
Council Expense 
Dues and Subscriptions 
National Conferences 
Heat, Light, and Water 
Insurance 
Miscellaneous Expense 
Office Supplies 
Printing Journal 
Rent 
Salary—Secretary and Editor 
Salary—Business Manager 
Salary—Director of Public Relations 
Salary—Stenographer 
Postage 
Taxes 
Telephone and Telegraph 
Travel Expense 
Bank Charges 
S. C. Health Council 
Expense Public Relations 
Emblems 
Historical Committee 
Committee on Medical Service 
Freight and Drayage 
Maternal Welfare Commission 
Stenographic help 
A. M. A. Assessments 
Furniture and Fixtures 
S. C. Medical Plan 


Balance, Forwarded 
Withholding Taxes 


Social Security 12-31-49 
Withholding Taxes 12-31-49 


Less: Social Security 1-1-49 
Withholding Taxes 1-1-49 


Balance Per Guaranty Bank and Trust Company—December 31,1949 


$ 


$16,595.00 
17,226.00 
3,114.00 
11,551.94 
250.00 
1,190.15 
2,800.60 
62.60 





85.00 
377.48 
3,129.44 
30.00 
25.00 
536.38 
91.39 
58.67 
129.15 
1,657.45 
6,364.31 
606.00 
3,000.00 
1,450.00 
6,000.00 
2,200.00 
254.42 
97.64 
580.41 
209.50 
7.78 
500.00 
2,792.79 
300.00 
75.93 
250.00 
32.71 
136.25 
1,002.40 
16,520.00 
696.80 
10,000.00 





$ 19.51 
314.10 


333.61 
15.25 
282.30 297.55 
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$17,148.33 


52,790.29 





69,938.62 


59,196.90 


10,741.72 


36.06 





$10,777.78 


*This includes $971.10 for the entertainment which was subsequently paid by the Liberty Life Ins. 


Co. of Greenville. 
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TEN POINT PROGRAM 
OF THE 
SOUTH CAROLINA MEDICAL ASSOCIATION 


1. Cooperation 


To promote closer cooperation and 
better understanding between all 
agencies, groups and individuals con- 
cerned with providing and improving 
medical eare for the people of South 
Carolina. 


2. Extension of Medical Care 


To study constantly the need and 
availability of medical care in each 
county of the State and in the State at 
large. 

To promote plans for providing or 
improving medical care where is a 
need, particularly in the rural areas. 


3. Pre-Paid Hospital and Medical Care 


To make voluntary pre-paid hospital 
and sickness insurance available to all 
the people of the State (threugh Blue 
Cross, Blue Shield, and commercial in- 
surance policies), and to promote the 
widespread purchase of such insurance. 


4. Care of Indigent 


To work with local county and state 
agencies, and with philanthropic or- 
ganizations, toward securing good 
medical care for the indigent. 


5. Public Health 


To support the South Carolina State 
Board of Health in its broad program 
of preventing diseases and of safe- 
guarding the health of our people. 


6. Health Councils 


To support the State Health Council 
in its announced program. To sponsor 


the formation of a County Health 
Council in every county of the state, 
and to encourage our members to sup- 
port and to work with these organiza- 
tions. 


7. Hospitals 


To promote the expansion of present 
hospital facilities and the building of 
new hospitals—where there is a definite 
need. 


To strive for highest standards of 
professional care in the hospitals in the 
State. 


8. Medical Colleges 


To support the Medical College of the 
State of South Carolina and to bend 
our efforts toward keeping its stand- 
ards of education on a par with other 
medical colleges throughout the coun- 
try. 


To promote good nursing education 
and good nursing care throughout the 
State. 


9. Education of the Public 


To acquaint the citizens of the State 
with regard to the problems of medical 
care in existence today, to inform them 
as to what is being done to solve these 
problems, and to advise with them as 
to further plans for securing better 
health and better medical care for the 
people of South Carolina. 


10. Political Medicine 


To prevent political control or 
domination of medical practice or of 
medical education. 
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THE FIGHT GOES ON 


At the recent Conference on the Educational 
Campaign of the A. M. A. held in Chicago (attended 
by O. B. Mayer, M. L. Meadors, and Julian P. Price, 
representing South Carolina), a report of the cam- 
paign to date was given and a preview of work which 


lies ahead. 


It appears that the main onslaught for a system of 
compulsory medical insurance or tax paid care has 
been stopped, but it remains to be seen what the re- 
sults are in the skirmishes along the flanks. As one 
speaker expressed it, “there is a lull in the big battle 
in the center, now we are forced to deal in guerilla 
warfare.” 

The present tactics of the “socialists” seem to be 
that of gradual infiltration. Through this or that piece 
of legislation, they hope to make gradual inroads until 
the eventual frontal assault will be relatively simple. 
Consider the so-called School Health Bill now before 
the Congress. The first two sections of this bill seem 
harmless enough, calling for medical and physical 
examination for all school children, and for the pay- 
ment of such examination by the government where 
the families of the children cannot afford them. The 
third section of the bill, however, calls for medical 
care for all children of school age—to be paid for by 
the government, without regard to the financial status 
of the child’s parents. How easy it would be to raise 
the age limit from 18 to 80 and take in the whole 
population. 


The goal of the educational campaign for the com- 
ing months is a little different from that of the past 
twelve months although the basic principles are un- 
changed. Here is what is planned: 


Fight against all “foot-in-the-door” bills now being 
considered by Congress. 


Build up a mounting group of allies who will fight 
with us—not against socialized medicine per se, but 
against the present trend of our government toward 
a general socialization of our economic life. 


Prove to our people that medical problems can be 
solved under our present voluntary system. 


Improve and expand voluntary health and medical 
service and insurance plans. 


Put our own house in order by disciplining those 
of our number who, through excessive fees or failure 
to pay night calls, ete., 
our profession. 


are bringing disrepute upon 


It is a big task which the profession has chosen to 
do but it will be worth every effort if it will save our 
nation from following England and other countries 
down the path of Socialism. 


CONGRATULATIONS 


Dr. W. Thomas Brockman, Greenville, has been 
appointed a member of the Council of the Southern 
Medical Association from South Carolina for a regular 
Council term of five years beginning at the close of 
the annual meeting in St. Louis, Missouri, in Novem- 
ber, the appointment having been announced recently 
by the President-Elect, Dr. Curtice Rosser, Dallas, 
Texas. Dr. Brockman succeeds Dr. W. L. Pressly, Due 
West, whose term will expire with the close of the 
St. Louis meeting in November, and who having 
served the constitutional limit, is not eligible for re- 
appointment. 


CORRECTION 


In the last issue of this Journal, the statement was 
made that the cardiac clinic in Greenville was headed 
by Dr. Hugh Smith. This should have read—headed 
by Dr. Robert Stanley of Greenville. We regret the 
error and thank Dr. Smith for calling it to our atten- 
tion. 


N ORCHID 


Albert Can- 
non, son of Mr. and Mrs. Gabriel Cannon of Charles- 
ton. A graduate of the Medical College, Dr. Cannon 
began his residency in surgery at the George Washing- 
ton University Hospital in July 1949. At that institu- 


We wish to present an orchid to Dr. 
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tion, because of his outstanding contribution to the 
surgical service and his popularity among his co- 
workers, he was recently selected (by secret ballot) 
as the “man of the year.” With this award goes a two 
weck trip to observe techniques at the Mayo Clinic. 

We are proud of you, Dr. Cannon, and hope that 
when your period of training is over you will return 
to your home state to carry on your practice. 

REFRESHER COURSE IN CANCER 

A refresher course in the diagnosis and treatment 
of malignant disease will be offered at the Cancer 
Clinic of the Medical College of the State of South 
Carolina from May 8th to 13th. The group will meet 
from 9 A. M. to 5 P. M. daily Monday through Friday 
with the concluding session from 9 A. M. to 1 P. M. 
Saturday. Lectures, round-table discussion, observa- 
tion of operations, ward rounds, clinical demonstra- 
tions in the Cancer Clinic, laboratory demonstrations 
in the Department of Pathology and similar methods 
of instruction will be employed. The course is in- 
tended to be as practical as possible and is designed 
primarily for the general practitioner. The group will 
be limited to six. To provide study materials, a fee 
of twenty dollars will be charged. 

The presentation of this course has been discussed 
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with and approved by the Advisory Committee on 
Cancer of the South Carolina Medical Association. 

Written application should be made at an early 
date to the Cancer Clinic, Medical College of the 
State of South Carolina, Charleston 16, S. C. 

PETER FAYSSOUX 

The Committee on Historical Medicine of our Asso- 
ciation announces the publication in June 1950, of 
DR. PETER FAYSSOUX, FRIEND OF THE 
PEOPLE. Dr. Fayssoux was the Surgeon General of 
the Southern Army in the American Revolution, the 
first President of the Medical Society of South Caro- 
lina, and an anti-federalist leader in South Carolina 
politics. The biography is written by Dr. Chalmers G. 
Davidson of Davidson College, under a Carnegie 
Foundation Grant for that purpose. 

Since this is the first book-length biography of a 
native resident South Carolina physician, it should 
be of particular interest to our members. Copies may 
be obtained from Dr. J. I. Waring, 82 Rutledge 
Avenue, Charleston—price $2.50. Since this will be a 
limited edition and the number of copies will be de- 
termined by the number of orders received, those who 
wish to secure a copy of this book should place their 


orders immediately. 





THE TEN POINT PROGRAM 


M. L. MEADORS, DIRECTOR OF PUBLIC RELATIONS AND COUNSEL 





“SOCIALIZED MEDICINE AS I SAW IT” 
(Excerpts from a recent address by 
Dr. Ralph J. Gampbell ) 


Nine years ago I graduated from medical school 
and began as an intern in a hospital in Great Britain. 
Four months ago I began as an intern in a hospital 
here in the U. S. What happened in those intervening 
years? The Government health scheme of Great 
Britain. After coming back from five years of service 
with the Medical Branch of the Royal Air Force, I 
entered a large general practice in an industrial area 
in Great Britain and that, of course, is the clue as to 
why I am here. I have worked under this British 
Government Health Service and found it so objection- 
able, both personally and as a physician, that I felt 
compelled to break all my ties,—and they are real 
ties—with home and friends and professional back- 
ground and come to start afresh—and from the bot- 
tom—in a new country. You see there are some things 
that are not worth doing at any price and working 
that sort of government medicine seemed to me so 
intolerable that I made this momentous personal de- 
cision. And I am not alone in making this break. You 
won't see many of my British colleagues here in the 


U. S. because the problem of obtaining dollars is 
almost an insurmountable one for Englishmen. But 
they are streaming out of Great Britain to the British 
Dominions. This is hardly the action of men who are 
happy in the practice of their chosen profession. Be- 
lieve me, one does not make such a decision readily. 


Over here you have been led to believe that the 
vast majority of British doctors are in favor of this 
scheme. The figure has been quoted to you that con- 
siderably over 90% of them have already joined. The 
presumption, of course, is that they joined willingly. 
Nothing can be further from the truth. Let me use 
my own case as an example. Before the introduction 
of governmental medicine in July, 1948, England had 
a system which is little known here in the U. S. When 
2 doctor wished to settle in some area, it was not 
the usual custom for him to just hang up a shingle. 
In the normal course of events, he would succeed to 
the practice of a doctor who had died, or more often, 
a doctor who had retired, and for the succession he 
would pay a purchase price usually calculated at 1% 
times the annual gross taking of the practice though 
in particularly favorable areas this could go up to 
1% or even twice the annual gross. Now these are 
not small sums of money. 
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A large benign chronic ulcer 

with steep side walls asseen When your patient is on a special diet, as in the man- 
in barium-filled shadow on ° ° P 
a Neiea'adne akin; care of pages ulcer, gallbladder disease, obesity, 
stomach. etc., there may be insufficient fecal bulk for encouraging 


the normal peristaltic reflex. 


METAMUCI L® is the highly refined 


mucilloid of a seed of the psyllivm group, Plantago 
ovata (50%), combined with dextrose (50%). 


S E A R L E RESEARCH IN THE SERVICE OF MEDICINE 
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In the practice to which I went—not an especially 
large one—the annual gross was approximately $8000. 
$12,000. Now as 
imagine, after serving five years with the RAF I had 


Therefore, it cost me you can 
no $12,000, I borrowed the purchase price from the 
bank. The coming of the National Health Service 
Act—a vast system of government medicine—made 
this long established practice of buying and selling 
illegal. But it should be said in fairness that the doc- 
tors were not to be robbed of their practice value. A 
sum of some 264 million dollars was appropriated as 
compensation. Provided, and this is the vital proviso, 
provided that the doctor claiming compensation had 
entered the nationalized medical scheme on or before 
July 5, 1948, he would be reimbursed. It will be clear 
to you that in my personal case I stood to lose no 
less than $12,000—not even my own at that—should 
the scheme come into operation on the appointed day 
and my head not be there to be counted. And that 
story applies to almost every doctor in Great Britain. 
As the government claims, the doctors in Britain are 
99 44 /100% pure. 


As a general practitioner, I had registered with me, 
because of course in socialized medicine, we must 
have registrations; I had registered with me some 
3200 souls and this, believe it or not, was not the 
maximum. I could have had 4000 and even more in 
certain exceptional circumstances. I challenge any of 
you listening to me to have even a conception of 
what is entailed in being responsible for the health 
of that number of people. In America there is one 
doctor for substantially less than a thousand persons. 
I used to do 3 one-hour office periods each day. And 
I could expect 20 people and more in one of these 
periods; that is an average of 3 minutes per patient. 
And I have made as many as 36 house calls in one 
working day in addition to my work in the office. You 
will, I am sure, appreciate what sort of medicine this 


1S. 


It is just what you would have expected. The illu- 
sion of “all for free” has taken firm hold and the 
national hypochondriasis has reached truly alarming 
proportions. The doctors’ offices are crowded to over- 
flowing and the urgent sick are forced to wait their 
turn while the doctor’s time is devoted to the mass of 
unnecessary demand on his professional skill. This 
impossible strain has meant inevitably that any case 
requiring more than the barest minimum of attention 
has to be got rid of as quickly as possible and this is 
done by referring the unfortunate patient to the near- 
est hospital, not because of any necessity for hospital 
facilities, but because what is needed is that thing 
which is in the shortest supply—the doctor’s time. 


The government’s original estimate for the first 
year’s operation was that they would need all the sum 
realized by the payroll withholding tax as well as an 
extra 520 million dollars from the general appropria- 
tion. At the end of the first nine months, however, an 
extra appropriation of some 230 million dollars was 
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needed to prime the pump—an elegant commentary 
on the accuracy of the political planners. And, of 
course, this “free for all” assembly-line medicine re- 
quires an ever increasing, snowballing expenditure. 
As long as he is in possession of the right form, there 
is virtually nothing that the energetic patient cannot 
surgical corsets, 
elastic hose, spectacles, hearing aids, all to be had for 
the asking, and how they do ask. Before I left Eng- 


obtain—drugs, dentures, toupees, 


land I could regard myself as a truly expert form filler 
and it is my sincere hope that one day I may be able 
to make further this most doubtful 


some use of 


acquisition. 


I felt that 1 had had enough of this sort of govern- 
ment medicine and 1 made my decision to make a 
break—and I make the 
tomorrow. But I would urge you all to consider the 


clean would same decision 
implications for you and for all the people of this 
country in what I have said. The physicians of this 
country have the same hopes and the same ambitions 
as I have, the same hopes and ambitions which forced 
me to take the action that I took. Let us hope that 
none of them here are ever forced to make the same 


decision. 


ESSAY CONTEST 


The Council of the South Carolina Medical Asso- 
ciation, in January, adopted plans for an essay con- 
test, to be conducted in the high schools of the State. 
The matter was turned over to the Public Relations 
Department for execution, and plans have progressed 
rapidly. 

The subject on which the contestants have been 
asked to write is “The Advantages of our Present 
System of Medical Care as Opposed to Compulsory 
Health Insurance.” All high school students in South 
Carolina will be eligible to compete, except members 
of doctors’ families. Nine cash prizes, totaling $225, 
are being offered. 

The essays will be limited to 500 words in length, 
and the usual rules covering their preparation will be 
followed. Judges are to be announced later, but will 
not represent solely the medical profession. 


The approval of the State Superintendent of Educa- 
tion was obtained, and printed announcements of the 
contest, copies of the rules, and material for research 
were mailed to the students of all high schools in the 
State. The contest opened March Ist, and will close 
March 2\st. 

It is hoped that the project will stimulate interest 
and research not only on the part of students, but 
perhaps teachers and parents also, on the subject of 
sickness insurance, or “socialized medicine.” 


NATIONAL CAMPAIGN CONFERENCE 


The 2nd National Conference on the National 


Education Campaign of the American Medical Asso- 
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ciation was held at the Drake Hotel in Chicago on 
February 12th. The one-day meeting was devoted to 
discussion of progress of the campaign thus far, and 
plans and policies for the coming year. 


Three representatives from each of the state medi- 
cal societies were invited to attend the conference, 
which was sponsored and arranged by the A.M.A. Dr. 
Louis A. Bauer, Chairman of the Board of Trustees. 
discussed the Association’s position on pending 
legislation in the National Congress. It was evident 
from this and numerous other comments from the 
rostrum during the day, that the so-called “fringe 
bills” are receiving, and must continue to receive 
HR.6000 (Social 
(Federal Aid for 


(School Health 


careful attention. These include 
Security Amendments), §$.1453 

Medical Education), and S.1411 
Services Act). 


The Hunt Bill which had been announced and ex- 
pected for several weeks, was introduced January 
30th as $.2940, and proved to be far less attractive 
to the profession and public than had been anticipated. 
The Board of Trustees, after careful consideration, it 
was announced at the Chicago Conference, had found 
that there was little in the bill which they could sup- 


port. 


The meeting closed with a general discussion. The 
principal feature of the campaign to be introduced 
this year, and which was not included in the earlier 
stages of the campaign, is that of advertising in the 
press and radio, The matter has been under considera- 
tion by the Coordinating Committee and announce- 
ment of its approval was made at the Conference on 
February 12th. Otherwise, it is understood that the 
plans of Whitaker and Baxter for the coming months 
will involve principally a continuation and expansion 
of the activities of the past year. 


A HALF CENTURY OF HEALTH PROGRESS 


Dr. Frank G. Dickinson, an Economist who directs 
the Bureau of Medical Economic Research of the 
American Medical Association, has pointed out some 
interesting facts concerning our health progress in 
the half century now closing. Others taking part in 
the round table on health insurance which was a part 
of a Symposium on Labor Legislation and Social 
Security held at the University of Wisconsin, along 
with Dr. Dickinson, were Nelson H. Cruikshank, 
Director of the Social Security Department, AF of L, 
Dr. Paul R. Hawley, Chief Executive Officer, Blue 
Cross—Blue Shield Commissions, and Sir James Ross, 
formerly of the British Ministry of Health, London. 


According to Dr. Dickinson, in 1900 “about 1/3 of 
the people dying had lived half a century. About 3/4 
of the people dying this year have lived half a century. 
Another way to put the same idea is that the older 
half of the people dying in 1900 had lived 30 years 
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or more, and the older half of the people dying this 
year have lived 66 years or more. The median age at 
death has advanced about 36 years. Probably one of 
the reasons I was willing to accept my present position 
is because I have believed for many years that health 
progress is at once the measure and the core of social 
progress. Length of life is a comprehensive, rough 
measure of social progress—a quarter of a century in 
the heyday of the Roman Empire (for upper class 
Romans), a third of a century in Germany in 1700; 
life expectancy at birth was almost a half century in 
1900 and almost three score years and ten in 1950 in 
the United States.” 


The speaker observed that “during the first half of 
the twentieth century, we have not only enjoyed man’s 
greatest half century but we have also endured a 
social revolution—a social revolution more important 
than the fall of the Roman Empire, the Renaissance, 
the French Revolution, or the Industrial Revolution. 
This latest social revolution lies in the fact that the 
distance from the cradle to the grave is much longer 
for the average man. In 1900 there was no sentiment 
for “cradle to the grave” schemes. Most of us living 
in 1900 were close to the cradle. Most of the people 
living today are far from their cradle days. This social 
revolution is the basis for the sentiment for “cradle to 
the grave” schemes, as Sir William Beveridge called 
them; other people use different names. We are faced 
primarily with medical and health progress in half a 
century which have come so fast that we have 
difficulty digesting them into our social institutions 
and into our way of life. That, I submit, is the general 
problem. It breaks down into many specific problems.” 


“Life expectancy,” Dr. Dickinson continued, “is a 
term of limited meaning. The life expectancy computa- 
tion always refers to the calendar year for which it’s 
computed, and only to that calendar year. Average 
age at death and life expectancy at birth would be the 
same in any centuries when health progress was 
negligible. In 1900, 1,000 babies were expected to 
live a total of 49,000 years, provided they could live 
out their whole lives from the cradle to the grave 
during 1900—obviously a flight of fancy—or while 
health conditions remained the same as in 1900. But 
as a matter of fact they have lived out their lives 
under rapidly improving health conditions. About 
57% of them were expected to be alive in 1950. 
Actually there will be about 65% or 69% of them 
alive in 1950. An average group of 1,000 babies born 
in 1949 were expected to live a total of 68,000 years. 
We could go on, and mention the life expectancies at 
ages 20, 30, 40, 50, and on down the line. Of course, 
gains in life expectancy have not been so great at 
higher ages even since 1900. If life expectancy and 
gains therein weren’t lower at age 50 than at age 10 
we would be entering an age of Methuselahs.” 


It was stated, for instance, that while the population 
of the United States has doubled since 1900, the 
number of people 65 and over has quadrupled. In this 
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connection, however, to be entirely fair, it must be 
recalled that other factors than longevity may have 
contributed to the increase in the number of oldsters,— 
such as a steady increase in the number of older im- 
migrants and a decrease in the number of younger 
immigrants; also, and undoubtedly this has been a 
heavy contributing cause, a long decline in the birth 
rate. 


A field in which improvement has been most sharply 
noted is that of maternal mortality. In 1933 the best 
state had a maternal mortality rate of 4.3 deaths per 
thousand live births. In 1948 the worst state had a 
“to the 
simple fact that the poorest state in this particular 
index of vital statistics had a rate less than 2/3 of 
that of the best state 15 years previously. Thus I take 


rate of 2.7. Dr. Dickinson called attention 


issue with anyone who tells the American people that 
health progress has been limited to the wealthiest 
portions of the United States. And I might add, for 
those who delight in making international comparisons 
of vital statistics, that while Sweden had a maternal 
mortality rate of 3.1 in 1933 and we had 6.2 the rate 
in 1948 for Sweden was about 0.9 and for the United 
States 1.2. And Swedes apparently live longer in Min- 
nesota than they do in Sweden.” 


The speaker emphasized further a phase of the 
problem relating to health and medical care which 
most of us are inclined in general to overlook. This is 
a field in which we can never hope to achieve com- 
plete success. The situation can only be improved. 


The situation today, as Dr. Dickinson pointed out, 
“is the result of medical progress aided by better 
food, better housing, and better sanitation. I'd like 
you to think of it in the larger sense. If I have seemed 
boastful about our great medical progress since 1900, 
I have not made myself clear. I feel very humble in 
the presence of the data. None of these health ac- 
complishments are good enough for the American 
people. It is the disturbing premise of the practice of 
medicine that the doctor cannot win. Let’s say that 
when he saves a woman in childbirth—-we’ve been 
talking about maternal mortality—he just adds her 
name to the list of potential victims of cancer years 
later. Let’s say the patient saved is a laboring man 
with pneumonia; all the doctor does is to add one 
more name to the list of potential candidates for heart 
disease. The doctor cannot win! Those who study 
these problems must come to understand the limita- 
tions on medical practice. They must understand that 
there are limitations on medical progress itself. The 
doctor can only change the age and cause of 
death.” “But the quest for better health, for 
longer life, for improved medical care will never 
end—it will go on and on. All that medical care can 
become is better. We are not talking about a black 
and white question. We are talking about a problem 
in which there are only shades of grey. We can only 
improve; we cannot perfect. 


“Let us look at the economic side of the question. 
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The American people have chosen to set aside about 
96% of their family budgets for items other than 
medical care. It’s not my decision; it’s not your de- 
cision; it’s not the decision of the American medical 
profession; and it certainly is not the decision of 
anyone in Washington. It’s the decision of all the 
people. We live in a free society where the consumers 
are the dictators. It’s not so much a question of what 
they can afford to spend as what they choose to spend 
for medical care. There may be those among you who 
think the American people ought to spend less than 
96% of their family budget on items other than medi- 
cal care. This is a problem of education in consump- 
tion values, and will remain a problem of education. 


“Finally, I want to say something that’s overly 
sharp, a little sharper than I perhaps ought to say in 
a university. I think “cradle to the grave” is a scheme 
whereby those close to the grave would fasten them: 
selves on the paychecks of those closer to the cradle, 
and ride piggy-back to the grave. The first time that 
statement came back to me from my secretary it read 
“piggy-bank” to the grave. Perhaps I should have 
left it that way. 


“I think we face a grave problem of social morality. 
It’s not so much a matter of economics. We who are 
over 50 years of age have the power to make life 
miserable for the President of the United States, the 
Senators, the Congressmen, the Governors, the legisla- 
tors. They all know that the proportionate voting 
strength of the older population is increasing. We 
have the voting power. The question is how far we 
want to go in using our power to exploit youth. I 
wonder what we older people really intend to do with 
this great voting power—largely due to health 
progress. Do we want to have our paychecks clipped 
for a few years and then retire with the assurance that 
those at the working ages will provide us with free 
medical care, free housing, free food—anything you 
want to name—while we spend our income during our 
retired years as we see fit?” 


The speaker paid tribute to the “brand of liberal- 
ism” which believes “enough in reforms to insist upon 
paying for them.” The fundamental question under- 
lying all discussion of this kind, he said, is simply 
this: “What kind of a standard of social morality do 
you want in this country? That is the basic issue. Do 
you want this exploitation of youth, do you want to 
fasten yourselves on th® paychecks of youth and ride 
piggy-back or piggy-bank to the grave, or do you 
want to pay your own way? Many years ago when we 
became old enough to vote, we faced a world in 
which we knew that there was ahead of us a lifetime 
of working, earning, and saving. My children and 
your children face a far different prospect as they 
reach voting age. For our children we have—I think 
largely thoughtlessly—created a world in which about 
all they can look forward to is a lifetime of working, 
earning, and paying taxes. That, I submit, is not a 
fair proposition. It is not reasonable. And I believe 
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that youth will find a way to get even with those of 
us who were born before 1900. It may require only 
a process of higher and higher prices, higher wages, 
higher salaries; nowadays higher pensions get into 
that inflationary spiral and some would add com- 
pulsory sickness insurance — by whatever name you 
choose to call it. But the essential question that we're 
debating today is one of social morality. Do we want 
to ride piggy-back to the grave on the shoulders of 
those who are now children?” 


WHY SHOULDN’T THE A.M.A. COLLECT 
DUES? 


By SamueL P. Newman, M.D., Chairman 
Board of Trustees 
Colorado State Medical Society 


For the first time in its 103 years the American 
Medical Association has decided to charge its 140,000 
members annual dues. The action was taken by the 
House of Delegates, the duly constituted authority 
of the physicians, whose members are elected by the 
various state societies to represent them. 


Annual dues in the A.M.A. cannot exceed $25, the 
House specified. The amount to be levied shall be 
decided by the organization’s Board of Trustees and 
this Board has determined that the association's dues 
for the first year shall be $25. 


In establishing annual dues, the A.M.A. went on 
record as pledging that most of the dues money shall 
be spent in behalf of more comprehensive health in- 
surance programs on a voluntary basis! This worthy 
activity will be carried out through the Council on 
Medical Service of the A.M.A. and will unquestion- 
ably benefit millions of Americans who prefer to buy 
the type of health insurance they want on their own 
terms and who also want to be free to select the phy- 
sician and the hospital of their choice. 


Newspaper comment on this action has largely been 
centered on the fact that dues shall be compulsory. 
The medical profession has been criticized for estab- 
lishing dues by the national organization and yet 
thousands of organizations of all kinds in these United 
States levy and collect dues as a requisite of member- 
ship and no one says anything about that. Unions, 
social clubs, veterans organizations, civic groups, golf 
clubs, lodges, press associations and even church 
organizations, to mention a few, collect annual dues. 
If one does not pay, he is dropped from membership. 
Why, then, is it not proper for the A.M.A. to levy 
dues on its members? 


Relatively few physicians and none of the general 
public have realized that the A.M.A. has never before 
received dues from its members. The A.M.A.’s many 
and varied activities which have benefited the medical 
profession and the public have been possible because 
sound management of the A.M.A’s Journal has pro- 
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duced funds with which to carry out these endeavors. 


The time has now come when additional revenue 
is necessary if the physicians of America, through the 
A.M.A., are to discharge their responsibilities to the 
people. These responsibilities are twofold: 


1. To insure that every American shall have all the 
facts in the controversy centering about a pro- 
posal that this nation adopt socialized medicine. 
Physicians are pledged to spend their dollars in 
an educational campaign in order that the people 
shall have the truth and may thus make an in- 
telligent decision. 

2. To expand and make more readily accessible the 
voluntary health insurance plans which reliable 
sources estimate will have enrolled 50% of our 
population by late 1950. 


It costs money to do these things. The medical pro- 
fession does not have access to the federal treasury, 
which, for the record, is financing the campaign of 
those politicians and government officials who would 
inflict three-minute, assembly line medicine on our 
people. Physicians are proud to spend their own 
funds and feel that the newspapers and the public 
may find it refreshing to note that the taxpayers’ hard- 
earned dollars are getting a rest, just for a change. 


In planning for dues, the A.M.A. wisely provided 
that they shall not be paid by physicians who may be 
seriously ill, in hardship cases, by those who have 
been accorded retired or emeritus status by their local 
societies, or by interns. Decision as to those not ex- 
pected to pay dues shall rest with the various state 


societies. 


It is important to note that non-payment of dues to 
the A.M.A. will have no effect on the local standing 
of a physician. He can be a member in good standing 
of his county and state society even though dropped 
by the A.M.A. if, after a period of one year, he is 
delinquent in his A.M.A. dues and if he further ignores 
a 30 day notice over and above the one year. The 
hospital and other affiliations of a physician in good 
standing locally will in no way be affected by non- 
payment of A.M.A. dues. 


The American Medical Association and the in- 
dividual American doctor do not have to apologize 
for failure of any contribution toward making this a 
great nation. The record is crystal-clear that the 
medical profession has done its part. 


We need not apologize now, in my opinion, for the 
fact that our national organization has found it 
necessary to have membership dues. No worthwhile 
organization can without them. And _ if 
American medicine is to safeguard the health and 


operate 


welfare of the people by broadening voluntary cover- 
age and by warning against inroads of the welfare 
state. it will require dollars. 

Let the record show that these are our dollars and 


that we are proud to spend them for a_ healthier, 
stronger and more democratic America. 
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IT IS STILL BOLOGNA 


At first blush, the idea advanced by Senator Doug- 
las of Illinois for a federal health plan to take care of 
the costs of catastrophic illness by use of the deduct- 
ible principle seems to be less offensive than the Tru- 
man program that would underwrite the entire cost 
of medical care. Senator Douglas feels that there is 
the need for providing relief for families that are 
“crushed financially” when the money-maker of the 
household is laid un for a long while. He said he has 
in mind covering the cost of illness of a family beyond 
$150 or $200 a year. He suggests this as a substitute 
for the Truman program, which he declared “attempts 
to cover too much ground.” He contends that his plan 
is based on the real principle of insurance, which is 
protection against great loss. 


We believe that there is no difference in principle 
between the Douglas and Truman proposals, that 
they both constitute compulsory government health 
insurance, and that the principle involved is not 
altered by the degree by which the government would 
intrude into this field. Moreover, unless Senator Doug- 
las is far ahead of us in conceiving of answers to the 
difficulties of administration of a deductible plan that 
appear obvious, we would say that such a scheme 
would be far more awkward than would a whole hog 
plan of reimbursing everybody for the first dollar of 
pills. 


A prodigious amount of policing would be required 
to curb what would certainly be a natural tendency 
on the part of those providing medical care to inflate 
their charges when the excess bracket was reached, 
beyond what would be asked of the individual if it 
were all coming out of his pocket. Also there would 
be the small element of venal patients and medical 
personnel that would engage in collision to cover up 
the deductible entirely or in part as is done in- 
frequently by assured and repair shops in connection 
with deductible collision insurance. The probabilities 
here are so cbvious that the only solution could be 
federal regulation of doctors’ fees, hospital and 
nurses charges, and dentists fees, if it were decided 
to make the toothache as well as the stomachache 
the child of the state. 


Divorced from the issue of statism, Senator Doug- 
las does offer a pregnant suggestion in touching on 
the idea of providing accident and sickness protection 
on a catastronhe basis. It is an idea to which insurance 
thinkers have not been oblivious and it is one that is 
currently getting much attention, particularly in group 
circles. It would not be surprising to see an approach 
made in this direction before long, perhaps in the way 
of a waiting period in group hospital cover. If it is a 
good and sound idea and one that has popular appeal, 
particularly among middle income people, it is one 
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that will be originated and extended through private 
enterprise. 


It may become important for insurance people and 
the doctors to take the lead in impressing the country 
with the fact that a deductible plan of federal health 
insurance leads in precisely the same direction as a 
full cover program. It is still bologna. (The National 
Underwriter, Dec. 8, 1949) 


TRUMAN’S SOCIAL SECURITY PROGRAM TO 
COST MORE MONEY THAN THERE IS IN 
WHOLE WORLD 


$1,250,000,000,000 Total 


If the American people permit Congress to approve 
President Truman’s program, social security of all 
kinds, including health insurance, will cost them 
$1,250,000,000,000 in the next 50 years. 

And after that, according to Arthur J. Altmeyer, 
social security commissioner, the President’s program 
will be costing one and one quarter trillion dollars 
every 30 years. 

How much money is one trillion two hundred and 
fifty billion dollars? A few comparisons might help 
you to visualize the enormity of the amount: 

It is twice the total cost of the United States Gov- 
ernment from George Washington to Harry Truman, 
including all wars. 

It is 250 times the 1949 cost of the Marshall Plan. 

It is more money than there is in the whole world. 

One trillion two hundred fifty billion dollars built 
up would reach the moon seven times, and in addition 
cover the national debt. 

Fantastic? Yes. But true. The estimate of $1,250,- 
000,000,000 as the cost of social security in the next 
50 years is a conservative estimate and not one con- 
cocted by opponents of Mr. Truman’s program. It is 
based on an official government assumption that 
there will be a continuous high level of employment 
during those next 50 years. 

The cost could be higher. 

Even under present conditions the cost of social 
insurance would increase $1,500,000,000 next year 
if the President’s program goes through. 

These figures were presented to the Ways and 
Means Committee of the House of Representatives 
on March 24, 1949 by Mr. Altmeyer. They were pre- 
pared by the Federal Security Administration. 

If the expanded social security program is enacted 
into law, the cost will rise until, by the year 2000, it 
will be taking an average of 13 per cent of the na- 
tion’s entire income every year, and a total of 20 per 
cent of the workers’ payrolls. (Wisconsin Medical 
Journal, November, 1949). 








Ee 





March, 1950 


PPP PEPPER EP PPE PPE P PEPE EPP PP PPP PP PEP PP PPP PPP PIP PP PP PPP OT PF 


SLOSS SS SOS SOOO OOSOOSSSOSSGOOOO SS OS9SOO99 98999 99898990999989885" 


rrrrrr rrr 


“In the Mountains of Meridian” 


HOYE’S SANITARIUM 


Meridian, Mississippi 


Internal medicine, including diagnosis and treatment of nervous and mental diseases, 
alcoholics and narcotic addiction. Especially interested in giving narcotic cases gradual 
reduction. Convalescents, aged and infirm admitted. 

Shock Therapy, (Insulin, Metrazol, Electro Shock). Other approved treatments. Violent 
and non-cooperative patients not accepted. A good place to spend a vacation. 


Write P. O. Box 106 or Telephone 3-3369. 
M. J. L. HOYE, M.D., Superintendent 


Fellow of the American Psychiatric Association. 
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HOW TO MODERNIZE THE UNDER-EQUIPPED OFFICE 
; .. . NO OFFICE TOO SMALL FOR PROFEXRAY 


What you see in the picture is a handsome, 
sturdy examining table . . . an indispensable 
: fixture in every office. But please notice! 
This same compact unit also provides 
facilities for both fluoroscopy and radio- 
graphy with the patient in either the 
horizontal or upright position. Thus without 
9 taking additional space, the PROFEXRAY 
Table Combination puts in your own office 
4 the x-ray equipment which connotes modern 
Pd medical practice. Even the control unit is 
built in and there is ample storage space for 
‘ unexposed film. 


PROFEXRAY enables you to make the 
most complete fluoroscopic examination .. . 
: and provides ample power and penetration 
to secure diagnostically excellent radio- 
Pd graphs of skulls, chests, spines, extremities 
and articulations. No floor rails, no special 
: construction, no special wiring or power 
‘ supply required. The unit is shock-proof. 
Instruction in its automatic operation, in 
accordance with a simplified technique chart, 
is provided by a factory-trained representa- 
tive. You are invited to inspect films ob- 
tained with PROFEXRAY .. . without 
assuming any obligation. 


PROFEXRAY TABLE COMBINATION 
Radiographic and Fluoroscopic Unit Model TC2 
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(Patents Pending) 


: $1095 OPTIONAL ACCESSORIES: 

. ee ot Vertical Fluoroscopy Attachment $100 
F.0.B. CHICAGO Cassette and Grid Tray $50 
Patterson Type B-2 10 x 12 Fluoro- Examining Table Pad $25 
scopic Screen and foot-switch included Exposure Timer $52.50 
without additional cost. Stirrups $25 
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MEETING OF COUNCIL, JANUARY 22, 1950, 
3:30 P. M., 
COLUMBIA, S. C. 


Present: O. B. Mayer, C. R. F. Baker, C. S. Mc- 
Cants, J. C. Sease, Howard Stokes, J. B. Latimer, 
Hugh Smith, J. W. Chapman, J. A. Sasser, Roderick 
Macdonald, D. L. Smith, Lawrence Thackston, J. P. 
Price, and Mr. M. L. Meadors. 

Council instructed O. B. Mayer and M. L. Meadors 
and J. P. Price to attend the conference in Chicago 
on February 12th which would discuss the A.M.A. 
Educational Campaign. Each state is entitled to three 
representatives. 

Following considerable discussion relative to a 
probation period for physicians before being admitted 
to membership in county societies and also relative to 
granting of licenses to physicians for summer practice, 
the chairman was instructed to appoint a committee 
of three to study the entire problem and to make a 
report at the annual meeting of the Council. 

letter was read from CARE relative to the pur- 
chase of medical books for medical schools overseas. 
This was received as information. 

Precipitated by some newspaper advertising which 
had recently appeared concerning alcoholic and psy- 
chiatric sanitaria, Council instructed the chairman to 
appoint a committee of three to consider the entire 
question of medical institution advertising, to formu- 
late certain broad principles and to report these to the 
Council at its annual meeting for consideration. 

The question of local county societies sponsoring 
specific types of commercial health and hospital in- 
surance was discussed. It was felt that careful study 
should be made by any society before such sponsor- 
ship was given and that it was probably unwise for 
a county society to sponsor, directly or indirectly, any 
specific plan or policy. It was felt that any such plan 
should have the approval of the A.M.A. Council on 
Medical Service or else be carefully studied by the 
Council and legal Counsel of the S. C. Medical Asso- 
ciation before any action was taken. 

Mr. M. L. Meadors gave a brief report relative to 
medical legislation in the present General Assembly. 

The Treasurer gave a partial report of the finances 
of the Association as prepared by the auditor. The 
complete report was not available since the auditor 
had had the books only four days but this report will 
be sent to the President and Chairman of Council 
soon as available and will be printed in the Journal. 

The Council instructed the Treasurer to make avail- 
able Two Hundred Twenty-five Dollars $225.00 to be 
used as prizes in a contest amongst the high school 
students of the state—such contest to be composed of 
papers written on the general subject of the desirability 
of retaining our present free enterprise system of 
medical care as opposed to compulsory system under 
the direction of the Federal Government. The pro- 
ram, rules and regulations, etc., are to be worked out 
by the Director of Public Relations. 

The Secretary presented a request from a member 
of the House of Representatives for advice relative to 
the best method of caring for cancer patients in this 
state—whether through a large cancer hospital or 
through an extension of services in the local com- 
munity. Council discussed this fully and it was the 
concensus of opinion that the best plan in our present 
state of knowledge was for the care of the patients in 
their local communities and in their own homes with 
increased nursing care. 

Council considered the report of the special com- 
mittee on reorganization of the executive officers of 
the Association. After lengthy discussion Council de- 








cided to present the following recommendations to 
the House of Delegates: 

That the office of Secretary and Editor be 
divided between two physicians and that a new office, 
that of Executive Secretary, be created. 

2. That the Executive Secretary be selected by 
Council and that he work under the direct supervision 
of Council, with amount of salary determined by 
oe 

That a Medical Secretary be elected with the 
m= ‘rstanding that he should serve without salary but 
that he would be reimbursed for travel and for steno- 
graphic help. 

That as soon as necessary changes can be made 
in the Constitution and By-Laws, the Executive Secre- 
tary shall also serve as Treasurer of the Association. 

Council instructed the Committee on Reorganiza- 
tion to continue its work and to draw up specific 
instructions for the Secretary and the Executive 
Secretary regarding their spheres of work. These along 
with the plan of reorganization are to be presented to 
Council at the annual meeting and are then to be 
presented to the House of Delegates. It was suggested 
that, should the plan of reorganization be adopted by 
the House of Delegates, it would become effective 
June 1, 1950. 

Subject to adoption of the reorganization plan by 
the House of Delegates Council tendered the position 
of Executive Secretary to Mr. M. L. Meadors at a 
salary of $7,200 per year and requested Dr. Price to 
continue as Editor. 

Signed: J. P. Price, Secretary 





NEWS ITEMS 





MORRIS FISHBEIN 


The Blackiston Company announces that Dr. Morris 
Fishbein, formerly editor of the Journal of the Ameri- 
can Medical Association, has become Consultant Medi- 
cal Editor for both the Blackiston Company and 
Doubleday and Company. 





PRIZE ESSAY AWARD 


The Board of Regents of the American College of 
Chest Physicians offers a cash prize award of $250.00 
to be given annually for the best original contribution, 
oreferably by a young investigator, on any phase re- 
ating to chest disease. 

Additional information may be obtained from the 
Executive Secretary of the College, 500 North Dear- 
born St., Chicago, Ill. 





EASTER SEAL SALE 


The annual Easter Seal Sale of the Crippled Chil- 
dren Society of South Carolina will be conducted 
from March 9 to April 9. Ninety percent of the funds 
secured will be spent in South Carolina for such serv- 
ices as cerebral palsy centers, support of therapists 
and specialists, procuring of teachers for those con- 
fined to their son wheel chairs, and crutches. 
Donations, large and small, will be welcomed. 
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Dr. L. B. (Bo) Keels has opened his offices in 
Sumter, his practice to be limited to general surgery. 
Dr. Keels is a Diplomate of the American Board of 

Surgery. f 
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Dr. Gordon Bobbett of Florence has successfully 
passed examinations of the American Board of 
Otolaryngology. 


Dr. James Garner is now associated with Dr. Frank 
Martin in Mullins. 
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BIRTHS 








Dr. and Mrs. George R. Dawson of Florence have 


announced the birth of their fourth child, Elizabeth 


Gilchrist, born February 1. 








Pathological Conference, Medical College of the State of South Carolina 





Kennetu M. Lyncu, M.D., Professor of Pathology 
Edited by 


H. R. Pratrr-THomas, M.D. 
ABSTRACT NO. 651 


Student Edward Schlaefer, presenting. 


HISTORY: This 60 year old white male was ad- 
mitted to the hospital on 11/17 with the chief com- 
plaint of pain in his chest of 4 days duration. The 
onset was sudden and severe. The pain was localized 
in the lower midsternal region and radiated to his 
neck. He noted slight dyspnea. The pain was so 
severe he was unable to walk. Obtained no relief from 
nitroglycerine. 

PAST HISTORY: His history goes back 3% years 
at which time he noted a burning pain around his 
umbilicus. It was intermittent and unrelated to ex- 
ercise, eating or position. Occasionally the pain was 
substernal at which times it was not prominent. There 
was no associated nausea, vomiting or referred pain. 
He consulted several physicians with no relief. Two 
years later he had another episode of sudden pain in 
the chest, was hospitalized in Atlanta for 36 hours 
and told to take nitroglycerin tablets. Since then he 
has had frequent recurrences of chest pain which 
were associated with even the slightest exertion such 
as walking. The pain was midsternal and occasionally 
radiated to the middle and left side of the neck. He 
has taken 3-4 tablets of nitroglycerin daily with some 
relief. Has experienced only slight dyspnea on occa- 
sions and has shown no evidence of decompersation. 

PHYSICAL EXAMINATION: Temp. 98.4, pulse 
100, resp. 21. Physical examination revealed an obese 
elderly white male. Pupils reacted sluggishly. Eye 
grounds showed arteriosclerotic changes. There were 
acute inspiratory rales scattered over the chest. No 
dullness to percussion. Breath sounds were equal. 
Heart rate was regular. PMI 6th intercostal space 10 
cms. to the left of the midline. BP180/100. Systolic 
murmur best heard in aortic area referred to apex. 
Abdomen soft. No tenderness. No masses. No peri- 
pheral edema. Right leg previously amputated follow- 
ing accident. 

LABORATORY DATA: 11/18: Blood: RBC varied 
from 4.8 million to 4.35 million. WBC 8,750. Hemo- 


globin 15 gms. Differential: 69 polys, 18 lymphs, 3 
monocytes. Wassermann and Kline negative. Sedi- 
mentation rate 11/20: 30. Urine: Sp. Gr. varied from 
1.013 to 1.026. On one occasion positive for alb. with 
occasional WBC and an occasional hyaline cast. 12 /5: 
Gastric analysis: No free hydrochloric acid. Weakly 
positive for occlut blood. Repeated prothrombin times 
varied from 94% of normal on 11/18 to as low as 
43% of normal on 11 /27. 11/18: Blood urea nitrogen 
23. Serum protein 6.88, serum alb. 5.53, serum globu- 
lin 1.35. 11/22: Blood urea nitrogen 28. Icterus 
index 8.3. EKG showed left heart strain. X-rays avail- 
able. 11/27 Feces: Occult blood +++. 

COURSE IN HOSPITAL: 11 /20: There was either 
a new murmur or friction rub systolic in time, squeaky 
in character and heard in 3rd left intercostal space. 
Peripheral pulses good. Continued episodes of chest 
pain. 11/24: Complained of pain centered in lower 
abdomen and substernally. Complained of attacks of 
pain about umbilicus, relieved by belching. Stools 
showed ++-+-+ blood. 12/10: X-ray studies showed 
a gastric lesion and gallstones. Following consultations 
patient transferred to surgery and laporatomy per- 
formed. 


Dr. Henry Mayo (Conducting): Mr. J. H. Holliday, 
please give us your analysis of the case. 


Student Holliday: Sudden, severe pain in mid- 
sternal region with radiation to neck and accompanied 
by dyspnea in a man of this age certainly indicates 
coronary thrombosis with myocardial infarction. To 
support this diagnosis he also has arteriosclerotic 
changes in fundi, hypertension and a definite history 
of angina. 


I would expect a more definite leucocytosis than 
he exhibits and he should have some fever, There 
may be no elevation of temperature, however, as 
patient may be in shock with peripheral vascular con- 
striction. A rectal temperature is probably more re- 
liable. The increased sedimentation rate may not be 
too indicative in a man of this age with possible other 
diseases. There should be a fall in blood pressure 
which is difficult to evaluate as we do not know his 
pressure previous to the attack. The transient friction 
rub is strong evidence of injury to the myocardium 
with fibrinous deposits on the epicardial surface. Was 
the patient given Dicoumarol? 


Student Schlaefer: Yes. 
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Dr. Mayo: Do you think he had complete or partial 
occlusion. 

Student Holliday: Only partial secondary to a 
severe grade of arteriosclerosis, I believe. 

It should be remembered that hiatus hernia may 
produce pain resembling angina pectoris. The 
diagnosis is established by esophagoscopy or barium 
studies. 

Dr. Mayo: Do you know of any other pain relieved 
by nitroglycerine? 

Student Holliday: Gall-bladder disease possibly. 

Dr. Mayo: Mr. Mohrman, what other diseases 
should be considered in differential diagnosis? 

Student Mohrman: The achlorhydria and blood in 
stomach and stool with burning pain about the umbili- 
cus raises the question of gastric carcinoma or a 
chronic ulcer. The pain is probably too severe for 
either and shows no periodicity or hunger-food re- 
lationship fitting to ulcer. There is no anemia which 
is decidedly against malignancy. Although — the 
symptoms of chronic cholecystitis may be confused 
with coronary thrombosis, I do not believe that gall- 
bladder disease is responsible for his trouble. 

Dr. Mayo: Mr. Moorer, examine these X-rays and 
give us your interpretation. 

Student Moorer: These barium studies show a tume- 
faction in stomach which appears fungating or poly- 
poid. This lesion could be carcinomatous, but the 
length of the history indicates probable benignancy 
and amore favorable prognosis. The achlorhydria is 
of no help as many elderly people show no free acid. 

Student Schlaefer: We have some additional in- 
formation as regards his postoperative course. 

On December 14th, a subtotal gastrectomy and 
cholecystectomy were performed. He received two 
pints of whole blood during operation. A few hours 
postoperatively the patient became cyanotic. Broncho- 
scopy performed with removal of mucous plugs. 

On the morning of the following day (Dec. 15) 
scattered crepitant and coarse rales were noted. No 
complaint of chest pain. Heart rate 120, BP 130/80. 
On December 16 moist rales were noted and patient 
appeared jaundiced. On December 17 the surgeon 
noted that an unusual amount of bile was passing 
through the Wangensteen suction. Icterus index 46.1 
units, Vandenberg Bilirubin 5.5 mg. ++ direct, 
++ + delayed direct Urine negative for Hematin. By 
December 19 jaundice was clearing. 

On the 21st the icterus index was 28.1 units. BP 
122 /72. 

At 4 P. M. his B. P. was 130/80 and he complained 
of shooting pain in his chest. 

December 24th—Did not seem to be feeling well 
in the morning, but sat up in chair that afternoon and 
had a good comfortable day. 

December 25th—BP 114/75 at 8 A. M. complained 
of pain in abdomen and general discomfort. Later in 
the morning he was noted to be very dyspneic, cold 
and sweating profusely. Pulse was weak and irregular. 
Pronounced dead at 12:10 P. M. 

Dr. Mayo: Mr. Johnson, what do you think was the 
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cause of his death and why was he jaundiced? 

Student Johnson: He may have had phlebothrombo- 
sis with a pulmonary embolus. Death occurred on the 
10th postoperative day and he had been sitting in a 
chair, both of these facts being consistent. I believe 
it more likely that he had further thrombosis of a 
coronary artery. 

The jaundice could have been caused by biliary ob- 
struction which resulted when the cholecystectomy 
was performed. It could also represent a transfusion 
reaction or hepatic damage. 

Dr. Mayo: Is jaundice common following chole- 
cystectomy? 

Student Johnson: No, but adhesions may form and 
produce duct obstruction. 

Dr. Mayo: This is too early for adhesions. A stone 
may be squeezed into the common duct during the 
operation and is probably the most common cause for 
jaundice following cholecystectomy. , 

Does any student or member of the Staff have 
further comments? 

Student Curry: I believe that dissecting aneurysm 
should be mentioned in the differential diagnosis. 

Dr. Moseley: This man has hypertension and cor- 
onary insufficiency. Postoperatively he may have had 
ascending infection of biliary tree. His sudden death 
may have been due to embolus although phlebothrom- 
bosis was not suspected clinically. He probably died 
from further occlusion of his coronary vessels. 

Dr. E. E. McKee: Final Pathological Diagnosis: 
Coronary Arteriosclerosis with Infarcts, Acute and 
Organizing, of Myocardium. Polypi, Adenomatous, of 
Stomach. Pancreatitis, Acute, Focal. 

This patient had severe coronary artery disease 
with extensive infarction varying from acute to fibrous 
scars. There was also prominent arteriosclerotic in- 
volvement of the vessels of the pancreas with occlu- 
sion and acute pancreatitis. One vessel in particular 
contains an organized thrombus suggesting an earlier 
disturbance. The factor of 


episode of pancreatic 


operative manipulation does enter the picture in 
analyzing this finding however. 

The operative specimens examined at an earlier 
date consisted of adenomatous polypi of the stomach 
gallbladder inflammatory 
changes and containing calculi. 


The heart weighed 650 Gm. There was fibrous 


and a showing chronic 


pericardial adhesions near the apex. The cusps of the 
aortic and mitral valves showed arteriosclerotic in- 
volvement with some calcification of the aortic leaf- 
lets and possibly some interference with function. The 
coronary arteries showed plaque like thickening most 
marked in the anterior descending branch of left 
coronary 7 cm. from its origin. The left ventricular 
wall measures 21 mm. in thickness and there was 
yellowish grey discoloration of the apex and anterior 
portion of the interventricular septum. Sections show 
areas of acute necrosis, polynuclear response and 
organization. 

The pancreas revealed chalky white opague areas 
intermingled with greenish yellow tissue in the head 
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The Seal of Acceptance denotes that 
the nutritional statements made in 
this advertisement are acceptable to 
the Council on Foods and Nutrition 
of the American Medical Association. 
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ding Value... 
Outstanding Nutritional Benefits 


Whether the pocketbook calls for economy or permits satisfaction 
of that urge for the fanciest cuts, meat gives your patients full 
value for their money. Every cut and kind of meat supplies, in 
abundance, these essential nutrients: 

1. Biologically complete protein ...the kind which satisfies 
the requirements for growth and which is needed daily for 
tissue maintenance, antibody formation, hemoglobin syn- 
thesis, and good physical condition. 

2. The essential B complex vitamins, thiamine, riboflavin, and 
niacin. 

3. Essential minerals, including iron in particular. 

In addition to these tangible values, meat ranks exceptionally 
high not only in taste and palate appeal, but also in satiety value. 

The instinctive choice of meat as man’s favorite protein food 

has behind it sound nutritional justification.* 


*McLester, J. S.: Protein Comes Into Its Own, J.A.M.A. 139:897 (Apr. 2,) 1949 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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involving an area 2 cm. in diameter. Sections showed 
typical acute necrosis of pancreas and related fat. 
Of interest were the vessels which showed arterio- 
sclerotic changes and contained thrombotic material, 
one in particular being organized. 

The specimen of stomach revealed eight polypoid 
masses along the greater curvature which measured 
up to 2.5 cm. in diameter. Microscopically these 
showed no evidence of malignancy although grossly 
The gall- 
contained 


such a possibility could not be excluded. 


bladder was chronically inflamed and 
several calculi. 
Other _ less 


pyelonephritis and the presence of 


chronic 
few hemoglobin 


striking findings were 
casts in scattered tubules. 
The findings in the heart, stomach, and gall bladder 


could account for the patients symptoms over the 
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stated period of 34% years. Any of these findings plus 
the lesions of the pancreas could have accounted for 
the symptoms during this admission. At autopsy there 
was no evidence of bile duct obstruction or other 
causing the jaundice. The presence of hemo- 
casts suggests the possibility of a transfusion 


lesion ¢ 
globin 
reaction but it is unlikely that this alone would have 
caused this much jaundice especially in view of the 
direct van den Bergh. 

Gastric polypi are not a frequent finding and the 
possibility of malignancy must always be considered. 
Cursory examination of our files reveals five such 
cases. In two of these the lesions were multiple and in 
only one was the likelihood of malignancy sub- 
stantiated microscopically. Of course the figure that 
is lacking as the number of carcinomas of stomach 
which probably arose from such a beginning. 











WOMAN’S AUXILIARY 
SOUTH CAROLINA MEDICAL ASSOCIATION 


President: Mrs. J. L. Sanders, Greenville, 8. C. 


Publicity Secretary: Mrs. Kirby D. Shealy, Columbia, S. C. 








OUR PRESIDENT ANNOUNCES 


It is with much pleasure that I make the following 
announcements: 

The Woman’s Auxiliary to the South Carolina Medi- 
cal Association has been signally honored again this 
year in the appointment of Mrs. David F. Adcock of 
Columbia, by the president of the Woman’s Auxiliary 
to the Southern Medical Association, to serve as 
chairman of Research and Romance of Medicine. _ 

Mrs. Adcock served as Recording Secretary for 
a ‘m last year during the administration of Mrs. 
P. M. Temples of Spartanburg, S. C. 

Mes. Kirby D. Shealy of Columbia will serve as 
state chairman of Research and Romance of Medicine. 

Mrs. Homer S. Parnell of Greenville is serving as 
state chairman of Maternal Welfare. 

Mrs. Sam O. Pruitt of Anderson has been appointed 
as state chairman of the Finance Committee. Serving 
with Mrs. Pruitt are Mrs. M. Nachman, State 
Treasurer of Student Loan Fund, Mrs. David A. 
Wilson, State Treasurer, of Gree nville and Mrs. Frank 
Gaston, Treasurer of Jane Todd Crawford, Nurses 
Loan Fund, of Rock Hill. 

NOTE. Since our Maternal Welfare is one of our 
new and outstanding projects, I especially appeal to 
the County Presidents and members of the Woman's 
Auxiliary to re-enforce your efforts to co-operate - 
our state chairman, Mrs. Parnell, and help build « 
program of which the Auxiliary and the state as a 
whole may feel justly ~— 

{rs. J. L. Sanders, President 


To Membership Chairmen: 
Dear Co-Workers, 


As I study my Handbook, I learn that I should have 
the name of the Membership Chairman of each 
County Auxiliary. I do not have this information, so 
please let me speak to you through our Bulletin. 

It is our purpose to increase the membership in the 
Woman's p asm ena The membership of the S. C. 
Medical Association more than doubles the member- 
ship of our Auxiliary. Let’s get to work! This is indeed 
a challenge to us! 


May I make the following suggestions that you 
may perfect your county organization: 

List members who have dropped out and make an 
effort to interest them in reinstatement. 

Secure a list of elegible non-members from the 
secretary of the County Medical Society and invite 
them to join your group. 

Request the program chairman to provide space 
on one program annually for a speaker from the state 
board of directors of the Woman’s Auxiliary who will 
present interesting features of Auxiliary work 

Invite Doctor’s wives from adjoining unorganized 
counties to this meeting and urge them to become 
members-at-large if no county organization is possible. 
A member-at-large may affiliate with a County Auxil- 
iary in a neighboring county. She may attend the 
State Convention as a member and in becoming a 
member she has a share in all the good work the 
State Auxiliary is doing. 

The Medical profession faces many situations, both 
nationally and locally. It is imperative that it be 
united. Let us as representatives of the profession be 
united and well informed! 


Sincerely yours, 
Laura Y. Bundy 
(Mrs. J. L.) 


Dear Auxiliary Members: 


All plans have been completed for the Jane Todd 
Crawford Loan Fund for Student Nurses, and the 
committee is now ready to receive applications for 
loans. Loans are available to young women interested 
in nursing as a career, who are graduates of ac- 
credited high schools and can meet the necessary 
requirements. 

Application blanks and further information may be 
obtained by writing to Mrs. Roderick MacDonald of 
Rock Hill, chairman of the Jane Todd rg my Loan 
Fund for Student Nurses, to Mrs. W. Hart, 1503 
Tanglewood Drive, Columbia, co- Po ly or to the 
presidents of the county auxiliaries. 

This loan fund is ready to go into operation and 
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Rexair Traps 
Household Dust in Water 


WASHES AIR, HUMIDIFIES, VAPORIZES, DOES ALL 
VACUUM CLEANING WORK, AND EVEN SCRUBS FLOORS! 


Water is the secret of Rexair's dust-filtering action. Rexair—and only 
Rexair—passes the stream of dust-filled air completely through a 


churning bath of water, discharging clean, humidified air into the 

room. Rexair direct factory sales and service branches are listed in 

Pe, | phone books of principal cities of United States and Canada. Call 

— <a your local branch or write direct to: 


TRAPS DUST gan 
me | ¥ REXAIR DIVISION, Martin-Parry Corporation 


Box 964 MJ3 * TOLEDO, OHIO 


> EXCLUSIVE WITH Rexair 


Fully Guaranteed by a 69- Year-Old Company 
OVER 1,000,000 SATISFIED USERS 


IN A BOWL 














THE LAURENS REST HOME 


il operating under the medical direction of TWO COMPETENT LICENSED 
MEDICAL DOCTORS—offers HELP AND INDIVIDUAL treatment to consent 
patients for ALCOHOLISM. 


Our nurses (on duty twenty-four hours a day) and other personnel have 
had much experience in the REHABILITATION OF ALCOHOLICS—both men 
a and women. 


. 
THE LAURENS REST HOME is located in a quiet, restful atmosphere, 
with spacious grounds assuring privacy. 
Owned and operated by RECOVERED ALCOHOLICS who are interested 
in the continued sobriety of patients after treatment here. 
. 
ie 


THE LAURENS REST HOME 


1209 South Harper Street 


nS LAURENS, 8. C. 


Telephone 648 Rates supplied upon request 
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it is hoped that it can be of real service to student 
nurses. The committee will be glad to receive ap- 
plications. 
Sincerely yours, 
Mrs. Roderick MacDonald 
State Chairman 
RESEARCH AND ROMANCE OF MEDICINE 

County presidents have received a most interesting 
publication. It is a small booklet called “By Way of 
Suggestion,” a list of program material compiled by 
the Committee for Research and Romance of Medi- 
cine of the Woman’s Auxiliary to the Southern Medi- 
cal Association. It is hoped that the Auxiliaries will 
use this material and pa that they will contribute 
new material. Remember this when you hear or read 
a paper that would interest doctors’ wives ge nerally. 
Or, even better, write one yourself. South Carolina 
is rich in both material and talent which should not 
be lost. We have been honored in the selection of 
Mrs. David F. Adcock of Columbia as chairman of 
the Committee on Research and Romance of Medicine 
for Southern and this should be an inspiration and 
a challenge to do our best. 

Mrs. Kirby D. Shealy, State Ch. 
Research and Romance of Medicine 
COASTAL MEDIC AL AU IXIL I ARY ‘MEETS IN 
SUMMERVILLE 

The Coastal Medical Auxiliary met in Summerville 
recently with fourteen members present. Mrs. Herbert 
Keyserling of Beaufort, the president, presided and 
welcomed Dr. John Beckman of Charleston as guest 
speaker. Dr. Beckman gave a_ very forceful and 
interesting discussion on “Artificial Insemination.” The 
next meeting will be in Beaufort. 

CHARL STON AUXILIARY AT WORK 

Everything's all hearts and flowers in Charleston! 
Our branch is using all of its woman power and i 
in the midst of big plans for a benefit card party to 
be held on St. Valentine’s Day at Condon’s Audito- 
rium. The nurses’ scholarship fund is on our minds 
and toward that end everyone is either baking cookies, 
selling tickets, arranging for door prizes, painting 
posters, or decorating the hall. If any of you expect 
to be in Charleston on the 14th, do join all of us at 
Condon’s for bridge, Conasta, or whatever card game 
you like best. There won't be any use in calling on 
any local Auxiliary member because everyone will be 
at the card party. Mrs. Bachman Smith, Jr., president, 
is also acting as over-all chairman, and is being as- 
sisted by Mrs. I. R. Wilson, Jr., Mrs. Clay Evatt, Mrs. 
C. Capers Smith, Mrs. William McCord, Mrs. Robert 
Walton and Mrs. Leon Banov, Jr. 

Our local nurse recruitment chairman, Mrs. Vince 
Mosley, has already reported on a successful tea given 
by the Auxiliary in November for the nursing staffs 
and high school seniors interested in nursing as a 


career. We're proud to report that more than 20 high 
school girls led during the tea and that Mrs. Mosley 
is now following up with an intensive nurse recruit- 
ment drive between Feb. 20 and 28. She and Miss 
Ruth Chamberlin, director of nurses at Roper Hospital, 
plan to leave literature at local grammar schools and 
to show a film at the high schools. We're not under- 
estimating the power of a woman because our drive 
last year resulted in Roper’s largest class to date! 

At the 1949 convention of the Woman’s Auxiliary 
to the Southern Medical Association which was held 
in Cincinnatti, Ohio in November, Mrs. J. L. Sanders 
of Greenville was elected Councilor for South Carolina, 
succeeding Mrs. Vance W. Brabham, Sr., of Orange- 
burg, whose four year term expired at that time. Mrs. 
Sanders, who is at present president of the State 
Auxiliary, is well qualified in every way to perform 
the duties of this office. The members of the Woman’s 
Auxiliary are proud, indeed, to welcome Mrs. Sanders 
as the new Councilor to the Southern Auviliary, and 
pledge their full support knowing they will be kept 
well informed and will be well guided in their re- 
sponsibilities to the Southern Auxiliary. 

Please contact Mrs. J. L. Sanders, 103 Crescent 
Avenue, Greenville, for any information desired in 
regard to the Southern Auxiliary. 

Resolutions Adopted at a Meeting of the 
Woman’s Auxiliary to The Anderson County 
Medical Society 
Held November 29, 1949 

WHEREAS, For a number of years various forms 
of Compulsory Health Insurance legislation have been 
presented to the Congress of the United States; and 

WHEREAS, Increasing pressure is being brought 
to bear on the members of the Eighty-first Congress 
to pass such legislation; and 

WHEREAS, The members of the Woman’s Auxil- 
iary to The Anderson County Medical Society, having 
made a thorough study of Compulsory Health In- 
surance as practiced in other Countries, believe such 
a program greatly impairs tne quality of medical 
service and that its passage by Congress would be 
detrimental to the welfare of the American people; 
therefore, be it 

RESOLVED, That the members of this Organiza- 
tion will use their influence, individually and _ col- 
lectively, against the adoption of any and all forms 
of Compulsory Health Insurance; and be it further 

RESOLVED, That copies of these resolutions be 
sent to the Representative of the Third Congressional 
District of South Carolina and to each of the State’s 
two Senators in Congress. 

Attest: 
(Mrs. Henry S. Jordan) 
Secretary 
(Mrs. Samuel Orr Pruitt ) 
President 





